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Executive  Summary 

RESIDENTS'  VIEWS  ON  ACCESS  TO  CARE 
IN  FRONTIER  COMMUNITIES  WITH  MEDICAL  ASSISTANCE  FACILITIES 

by  M.  Jean  Shreffler 

Chairperson  of  the  Supervisory  Committee:  Professor  Pamela  H.  Mitchell 
Department  of  Biobehavioral  Nursing  &  Health  Systems 

The  purpose  of  this  study  was  to  examine  access  to  care  in  relation  to  the 
Medical  Assistance  Facility  (MAF)  from  the  perspectives  of  the  residents  in  rural 
communities  with  MAFs.  The  MAF  is  a  limited-services  rural  hospital  in 
Montana  that  provides  low-intensity  inpatient  services  and  is  allowed  flexibility  in 
staffing  and  other  licensure  requirements.  The  limited-services  hospital  is 
designed  to  maintain  access  to  some  acute  care  services  in  remote  rural  areas 
where  hospitals  are  in  jeopardy  of  closure.  In  1990,  the  Health  Care  Financing 
Administration  funded  a  project  in  Montana  to  demonstrate  that  the  MAF  is  a 
viable  alternative  to  a  hospital  in  frontier  communities.  Early  evaluation  of  the 
MAF  program  revealed  community  support  but  very  hmited  utilization  for 
emergency  or  inpatient  care.  Community-wide  perspectives  and  whether  this 
model  of  care  met  community  residents'  healtb  care  needs  were  not  examined. 
Prior  to  this  dissertation,  views  of  residents  in  communities  with  more  recently 
certified  MAFs  had  not  yet  been  systematically  studied. 

Specific  aims  for  this  research  were  to  describe:  L  residents'  views  of  the 
characteristics  of  the  care  system;  2.  the  relationship  of  residents'  views  of  the 
characteristics  of  the  care  system  to  the  characteristics  of  the  population;  3.  the 
predictors  of  utilization/willingness  to  use  the  MAF  care  system;  and  4.  the 
predictors  of  satisfaction  with  care  from  the  MAF  care  system. 

A  descriptive  survey  design  was  employed  with  triangulated  methods.  MAF 
and  community  demographic  data  were  collected  from  MAF  key  informants. 
Community  surveys  were  sent  to  a  random  sample  of  households  in  all  MAF 
service  areas  and  a  subset  of  survey  respondents  were  interviewed  by  telephone. 


A  63.5%  overall  response  rate  of  completed  surveys  was  obtained  on  the 
community  household  survey  (n=381).  Selected  descriptive  findings  included 
demographic  information  about  residents,  utilization  of  health  services,  ratings  of 
local  services,  and  satisfaction  with  local  health  care.  LxDgistic  Regression  analyses 
identified  several  predictors  of  use/willingness  to  use  the  MAF  model  including 
age,  income,  knowledge  of  local  services,  community  affiliation,  and  acceptability 
scale  scores.  The  acceptability  scale  also  predicted  satisfaction  with  care.  Content 
analysis  of  the  qualitative  comments  identified  themes  related  to  rural  access  to 
care  and  health  seeking  behaviors  including  "keeping  what  we  have"  and  "just  in 
case." 

Based  on  the  community  residents'  perspectives  expressed  in  this  study,  the 

conclusions  included: 

-The  MAF  model  of  care  fulfilled  some  access  to  care  needs  but  not 
necessarily  for  access  to  acute  inpatient  care  as  much  as  access  to 
emergency  care,  primary  care,  and  other  providers  and  services.  The 
.    model  also  met,  at  least  in  part,  the  symbolic  needs  of  having  a  hospital  as 
a  community  structure. 

-Many  residents  of  the  communities  with  MAFs  bypassed  the  local  MAFs 
and  providers  and  bypassed  the  next  closest  rural  town  with  a  hospital  and 
physician  to  travel  to  larger  towns  and  cities  for  health  care.  This 
outflow  of  health  care  business  was  similar  to  that  reported  in  many  towns 
with  small  rural  full  service  hospitals. 

-Residents  in  the  MAF  communities  felt  they  were  knowledgeable  and 
qualified  enough  to  rate*  local  health  care  services  and  their  perceptions  of 
local  services  influenced  their  utilization  behaviors. 

-"Acceptability"  was  the  most  consistent  predictor  of  use  and  willingness  to 
use  local  health  care. 

-An  unresolved  problem  in  some  of  the  MAF  communities  was  the 
availability  of  medical  providers  and  professional  nurses  for  after  hours  and 
weekend  emergency  care. 

By  improving  our  understanding  of  residents'  views  on  access  to  care  and 
utilization  of  health  care  services  in  MAF  communities,  the  results  of  this  study 
can  be  used  in  planning  and  revising  approaches  to  care  delivery  for  frontier 
residents.  The  findings  also  provide  data  for  evaluating  the  MAF  model's 
potential  for  meeting  the  needs  of  residents  in  other  remote  rural  areas. 
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Chapter  1 
Introduction  to  the  Study 


"If  you  build  it... [they]  will  come."  (Kinsella,  1982,  p.3) 


Access  to  health  care  in  the  rural  U.S.  reached  crisis  proportions  in  the  mid 
1980s  due  in  part  to  record  numbers  of  rural  hospital  closures  (American  Hospital 
Association  [AHA],  1991a;  American  Nurses'  Association  [ANA],  1989;  Cordes, 
1989;  Hart,  Amundson  &  Rosenblatt;  1990;  Wakefield,  1990).  One  initiative 
designed  to  maintain  access  to  some  emergency  and  acute  care  services  in  rural 
areas  where  hospitals  are  in  jeopardy  of  closure  is  the  Limited  Services  Hospital 
(LSH),  The  LSH  is  a  model  of  inpatient  care  that  provides  low-intensity  services 
and  is  allowed  flexibility  in  staffing  and  other  licensure  requirements  (Wingert, 
Christianson  &  Moscovice,  1991).  In  1990,  the  Health  Care  Financing 
Administration  (HCFA)  funded  a  project  in  Montana  to  implement  a  LSH  model 
called  the  Medical  Assistance  Facility  (MAF)  to  demonstrate  that  this  model  is  a 
viable  alternative  to  a  hospital  in  frontier  communities.  A  MAF  is  a  health  care 
facility  that  is  located  in  an  isolated  rural  community.  It  provides  emergency  and 
inpatient  care  prior  to  transport  to  a  hospital  or  provides  inpatient  care  to  persons 
needing  care  no  longer  than  96  hours  (Montana  Annotated  Codes  (MAC),  1991). 
Currently  there  are  seven  MAFs  operating  in  Montana  and  three  additional 
Montana  communities  are  actively  pursuing  MAF  certification  for  their  closed  or 
at-risk  of  closure  hospitals  (McCarty,  personal  communication,  8-28-95). 


Little  has  been  published  about  these  new  models  of  care  since  1990  when 
MAF  implementation  began.  One  evaluation  study  of  the  first  three  MAFs  was 
published  in  1993  and  revealed  community  support  but  very  limited  utilization  for 
inpatient  and  emergency  services  (Gaumer,  Gabay  &  Geller,  1993).  Compared  to 
when  the  MAFs  were  full  service  hospitals,  there  were  markedly  fewer  inpatient 
admissions.  This  evaluation  used  chart  reviews  to  examine  utilization  and 
perspectives  of  a  few  residents  who  used  the  MAF  to  examine  acceptability  of  the 
model  and  community  support.  Views  of  residents  who  did  not  use  the  MAF  and 
changes  over  time  as  community  members  gained  experience  with  the  model  were 
not  studied.  This  1993  evaluation  study's  findings  suggest  that  the  MAF  model 
has  maintained  access  to  acute  care  for  relatively  few  frontier  areas  residents. 
Since  this  study  was  conducted,  four  additional  MAFs  have  been  certified. 
Residents'  perspectives  in  these  new  sites  have  not  yet  been  systematically  studied. 

The  research  that  is  the  focus  of  this  dissertation  sought  to  broaden  our 
understanding  of  community-wide  views  regarding  the  MAF  model  of  care.  A 
descriptive  survey  design  was  employed  to  examine  community  residents' 
perspectives  on  access  to  care  in  all  MAF  service  areas.  Inclusion  of  all  MAF 
sites  was  planned  to  obtain  a  state-wide  portrayal  of  frontier  residents'  views  on 
access  to  care  in  addition  to  those  that  reflect  the  unique  characteristics  of  one 
community  or  one  MAF.  Although  data  were  collected  in  all  seven  MAF  service 
areas,  this  dissertation  focuses  on  the  six  MAFs  that  were  certified  at  least  one 
year  prior  to  the  data  collection  period. 


The  Problem  Statement  and  Importance  of  the  Study 


Gaps  in  our  knowledge  exist  regarding  how  the  MAF  model  of  care  is 
viewed  and  used  by  its  service  area  residents.  Since  the  primary  purpose  of  the 
MAF  model  is  to  maintain  access  to  acute  care  for  people  in  frontier  areas, 
resicients'  views  on  local  access  to  care  and  the  limited  use  of  this  model  must  be 
better  understood.  Is  the  limited  use  a  true  reflection  of  the  needs  of  rural 
residents  or  are  they  obtaining  care  elsewhere  or  going  without  care?  Has 
utilization  changed  over  time  as  residents  gain  experience  with  the  model?  Since 
community  acceptance  of  the  MAF  is  related  to  the  model's  viability,  obtaining 
the  perspectives  of  the  community-at-large  would  be  important  in  planning  or 
revising  approaches  to  care  delivery  for  frontier  residents. 

Another  objective  of  the  MAF  project  is  to  demonstrate  its  potential  for 
implementation  in  frontier  areas  elsewhere  in  the  U.S.  (McCarty,  1993).  In  1995, 
Senator  Baucus  of  Montana  introduced  Senate  Bill  963  (1995)  "Rural  Health 
Improvement  Act  of  1995."  The  bill  did  not  survive  the  legislative  budget 
negotiations  late  in  1995.  If  it  had  passed,  among  other  changes,  the  bill  would 
have  amended  the  Social  Security  Act  to  make  the  MAF  a  permanent  model  and 
allow  all  states  to  implement  "critical  access  hospitals"  or  MAFs.  As  of  this 
writing,  a  MAF-hke  limited  service  hospital  provision  is  included  in  the 
administration's  proposed  budget  before  Congress  (personal  communication,  K. 
McCarty,  2-21-96).  Clearly  a  solution  is  needed  to  address  the  problem  of  access 


to  acute  health  care  in  rural  communities  losing  full  service  hospitals.  Prior  to 
widespread  implementation,  however,  it  is  critical  to  have  a  better  understanding 
of  residents'  perceived  access  to  care  and  utilization  of  the  MAF  model. 


Purpose  of  the  Study 

The  purpose  of  this  population-based  study  was  to  examine  access  to  care 
in  relation  to  the  MAF  model  of  care  from  the  perspectives  of  the  residents  living 
in  the  MAFs'  service  areas.  In  this  study,  access  to  care  was  conceptualized  as 
having  two  dimensions:  1.  potential  access  or  properties  of  the  population  and  the 
system  that  affect  opportunities  to  enter  into  the  care  system,  and  2.  actual  access 
or  utilization/willingness  to  use  the  care  system  and  satisfaction  with  use  (Aday, 
Begley,  Lairson  &  Slater,  1993). 

Specific  Aims  and  Hypotheses 

The  specific  aims  of  this  investigation  were  to  describe: 

1.  Residents'  views  of  the  characteristics  of  the  care  system. 

2.  The  relationship  of  views  of  characteristics  of  the  care  system  to  the 
characteristics  of  the  population. 

3.  The  predictors  of  utilization/willingness  to  use  the  MAF  model  of  care. 
Predictors  included  views  of  characteristics  of  the  care  system  (availability, 


accessibility,  accommodation,  affordability,  acceptability)  and  characteristics  of  the 
population  (predisposing  factors  such  as  age,  affiliation  with  community,  value  of 
local  health  care;  enabling  factors  such  as  income,  insurance,  transportation;  and 
need  factors  such  as  perceived  health  status). 

4.  The  predictors  of  satisfaction  with  care  from  the  MAF  model.  Predictors 
included  views  of  characteristics  of  the  care  system  and  characteristics  of  the 
population. 

Several  hypotheses  related  to  the  aims  were  generated  from  the  literature 
on  utilization  of  and  satisfaction  with  health  care  in  general  as  well  as  in  literature 
on  full  service  rural  hospitals  which  is  reviewed  in  Chapter  II.  The  indicators  of 
the  relevant  predictors  of  "utilization/willingness  to  use"  and  "satisfaction"  were 
gathered  in  self-report  community  survey  instruments  discussed  in  Chapter  HI. 
Specific  hypotheses  related  to  Specific  Aim  #3  included: 

a.  Residents  of  households  who  were  knowledgeable  about  services  available 
locally  would  be  more  likely  to  report  "use/willingness  to  use  the  MAF  and  local 
providers"  than  those  who  were  not. 

b.  Residents  of  households  who  lived  close  to  the  MAF  (<five  miles)  would  be 
more  likely  to  report  "use/willingness  to  use  the  MAF  and  local  providers"  than 
those  who  did  not. 

c.  Residents  of  households  who  viewed  the  MAF  and  providers  as  acceptable 
sources  of  care  (scale  scores  for  acceptability,  perception  of  quality/competence. 


"personal"  aspects  of  care,  and  appearance  of  facility)  would  be  more  likely  to 
report  "use/willingness  to  use  the  MAF  and  local  providers"  than  those  who  did 
not. 

d.  Residents  of  households  who  used  local  primary  care  providers  would  be  more 
likely  to  report  "use/willingness  to  use  the  MAF"  than  those  who  did  not. 

e.  Residents  of  households  who  were  older  (>65)  would  be  more  likely  to  report 
"use/willingness  to  use  the  MAF  and  local  providers"  than  those  who  were  not. 

f.  Residents  of  households  with  annual  incomes  of  $25,000  or  greater  would  be 
less  likely  to  report  "use/willingness  to  use  the  MAF  and  local  providers"  than 
those  with  incomes  less  than  $25,000. 

g.  Residents  of  households  with  more  convenient  transportation  would  be  less 
likely  to  report  "use/willingness  to  use  the  MAF  and  local  providers"  than  those 
with  less  convenient  transportation. 

h.  Residents  of  households  who  reported  affihation  with  the  local  MAF 
community  would  be  more  likely  to  report  "use/willingness  to  use  the  MAF  and 
local  providers"  than  those  who  did  not. 

Specific  hypotheses  related  to  Specific  Aim  #4  included: 

i.  Of  those  residents  of  households  who  reported  "use"  of  the  MAF  and  local 
providers,  those  who  perceived  that  local  services  and  providers  were  acceptable 
sources  of  care  (scale  score  for  acceptability,  perception  of  quality/competence, 
"personal"  aspects  of  care,  and  appearance  of  facility)  would  be  more  likely  to 
report  "satisfaction  with  care"  than  those  who  did  not. 


j.  Of  those  residents  of  households  who  reported  "use"  of  the  MAF  and  local 
providers,  those  who  were  older  (>65)  would  be  more  likely  to  report  "satisfaction 
with  care"  than  those  who  were  not. 


Chapter  2 
Background  for  the  Study 


This  study  focused  on  rural  residents'  perceptions  of  access  to  health  care 
in  frontier  communities  with  Medical  Assistance  Facilities,  a  relatively  new  model 
for  provision  of  acute  heath  care  services.  In  order  to  locate  the  concept  of  the 
MAF  model  in  the  context  from  which  it  emerged,  this  chapter  provides  an 
overview  of  the  rural  environment  including  definitions  of  "rural"  and  "frontier" 
and  a  review  of  the  literature  on  rural  residents,  their  health,  and  their  health  care 
utilization  behaviors.  The  rural  health  care  system  is  discussed  as  well  as  the 
origins  and  evolution  of  the  limited  services  rural  hospital  model.  The  manner  in 
which  access  to  care  has  been  conceptualized  and  studied  is  also  reviewed  as  well 
as  how  the  variables  examined  in  this  study  relate  to  access.  Finally,  a  summary  of  • 
the  major  gaps  in  our  knowledge  with  respect  to  MAFs  and  community 
perceptions  about  them  is  presented. 

The  Rural  Environment 
The  Multiple  Definitions  of  Rural 

One  of  the  challenges  in  a  study  of  access  to  health  care  in  rural  America 
is  that  there  is  no  consensus  on  what  constitutes  the  concept  of  "rural."  Multiple 
definitions  of  rural  vs  urban  and  metropolitan  vs  nonmetropolitan  are  used  by 
writers,  researchers,  and  federal  agencies.  Characteristics  traditionally  associated 
with  rurality  are  small  total  populations;  low  population  densities;  remoteness  or 


distance  from  urban  centers;  dependence  on  farming  and  extractive  industries;  and 
differences  in  family  size,  lifestyle,  and  politics.  As  Hewitt  (1992)  pointed  out, 
however,  due  to  improvements  in  transportation  and  communication  systems, 
migration  to  and  from  rural  areas  for  work  and  other  activities,  and  diversification 
of  some  rural  economies,  "these  clear  distinctions  no  longer  exist  (p.  25).  Cordes 
(1989)  also  discussed  the  fact  that  few  of  the  available  taxonomies  ptovide  an 
adequate  portrayal  of  both  the  diversity  and  uniqueness  of  America's  rural  areas 
region  to  region  nor  the  full  range  of  population  densities. 

Rural  vs  urban  actually  exists  on  a  continuum  with  New  York  City,  for 
example,  at  one  end  and  open  country  without  settlements  at  the  other;  between 
the  two  extremes  are  an  array  of  cities,  suburbs,  towns,  and  small  settlements. 
Two  dichotomous  definitions  of  location  developed  by  federal  agencies  are  used 
most  often  in  research  on  rural  health  care.  According  to  the  U.S.  Department  of 
the  Census,  the  urban  population  includes  those  people  li^'ing  in  urbanized 
locations  and  those  living  in  nonurbanized  locations  with  2500  persons  or  more. 
The  population  not  classified  as  urban  comprises  the  rural  population  or  those 
residents  living  outside  urban  areas  with  populations  of  less  than  2,500  or  in  open 
country  (U.S.  Department  of  Commerce,  1991).  The  U.  S.  Office  of  Management 
and  Budget  defines  metropolitan  statistical  areas,  which  are  cities  with  populations 
of  50,000  or  greater  or  urbanized  areas  with  at  least  50,000  residents  that  are  part 
of  counties  that  have  at  least  100,000  residents  (U.S.  Department  of  Commerce, 
1991).  Areas  not  designated  as  metropolitan  statistical  areas  are  designated  as 


nonmetropolitan  statistical  areas.  In  most  parts  of  the  U.S.,  counties  are  the 
building  blocks  of  metropolitan  statistical  areas  (Hewitt,  1992).  According  to 
federal  definitions,  "rural"  areas  can  range  from  places  with  1  to  49,999  residents. 

A  number  of  typologies  exist  that  further  classify  rural  or  nonmetropolitan 
areas.  A  category  designated  as  "frontier"  has  been  identified  in  work 
commissioned  by  the  U.S.  Department  of  Health  and  Human  Services  in  response 
to  the  unique  needs  for  health  care  provision  in  very  rural  areas  (Lee,  1991). 
Frontier  areas  are  counties  with  population  densities  of  less  than  6  people  per 
square  mile  and  are  the  most  sparsely  populated  rural  areas.  According  to  1980 
census  figures,  394  counties  in  the  country  were  frontier  and  these  counties 
comprised  approximately  45  percent  of  the  land  mass  in  the  U.S.  (Berry,  Shelby, 
Seavey  &  Tucker,  1988).  About  2.2  million  people  lived  in  these  frontier  counties 
as  of  1980  (Berry,  et  al.,  1988).  While  the  frontier  designation  has  shown  promise 
for  more  realistic  identification  of  the  unique  health  service  delivery  needs  of  very 
sparsely  populated  areas  (Lee,  1991),  it  also  has  been  criticized  as  including  more 
populated  counties  than  was  intended.  A  frontier  designation  for  example,  could 
be  assigned  to  some  counties  in  the  west  that  have  populations  exceeding  25,000 
residents  but  due  to  their  large  land  sizes  still  have  less  than  6  residents  per 
square  mile  (Hewitt,  1992). 

The  rural  communities  included  in  this  dissertation  were  located  in  areas 
considered  rural  according  to  any  of  the  above  definitions.  As  mandated  by 
Montana  statutes,  MAFs  must  be  located  in  areas  with  less  than  six  people  per 


square  mile  (frontier)  or  are  more  than  35  road  miles  from  the  nearest  hospital 
(MAC,  1991).  All  six  MAP  communities  included  in  this  study  were  located  in 
frontier  counties. 

Rural  Residents.  Their  Health,  and  Health  Care  Utilization 

Depending  upon  which  federal  definition  of  rural  is  used,  as  of  1989 
between  22  and  27  percent  of  the  U.S.  population  resided  in  rural  areas  (Braden 
&  Beauregard,  1994).  Other  than  during  a  brief  surge  in  rural  population  growth 
in  the  1970's,  the  rural  proportion  of  the  population  has  steadily  declined  over  the 
past  century.  More  recently,  rural  population  growth  has  out-paced  urban  growth, 
but  much  of  this  is  accounted  for  by  developing  suburbs  and  fringe  areas  of 
metropolitan  areas  that  will  be  reclassified  as  urban  in  future  census  delineation 
(Alpha  Center,  1990).  Despite  the  sustained  proportional  decline  with  brief  up 
turns,  in  absolute  numbers,  more  people  currently  live  in  rural  areas  than  ever 
before.  Most  rural  people  live  in  or  around  small  towns;  fewer  than  one  in  ten 
live  on  farms  (Cordes,  1989). 

Changing  rural  demographics  suggest  multiple  implications  for  health  care. 
Aging  of  the  population  in  general  and  out-migration  of  young  adults  have 
resulted  in  a  higher  proportion  of  elderly  than  is  seen  in  urban  areas  (Cordes, 
1989).  Young  people  who  remain  tend  to  begin  childbearing  at  a  younger  age  and 
have  more  children  than  urban  counterparts  (Bushy,  1991);  rural  people  have 
proportionately  less  formal  education  than  urban  (Hamel-Bissell,  1992).  A 
sustained  decline  in  population  tax  bases  and  in  extractive  industries  such  as 


farming  and  forestry  have  resulted  in  an  eroding  rural  economy  (Cordes,  1989). 
Rural  poverty  now  exceeds  urban  although  federal  expenditures  per  capita  for 
human  services  programs  are  substantially  lower  in  rural  areas  (Wakefield,  1990). 
Rural  people  in  poverty  have  limited  resources  for  obtaining  health  care  and  few 
educational  or  employment  prospects  to  change  their  economic  situation 
(McCormick,  1988).  ; 

Studies  have  shown  a  higher  prevalence  of  life-threatening  acute  illnesses 
and  degenerative  chronic  conditions  and  higher  rates  of  infant  mortality  in  rural 
populations  as  compared  to  urban  (ANA,  1989;  Braden  &  Beauregard,  1994;  Joint 
Task  Force,  1989;  Wakefield,  1990;  Wright  &  Lick,  1986).  Health  risks  include 
hazardous  occupations,  motor  vehicle  accidents,  questionable  water  purity,  and 
variable  weather  conditions  (National  Safety  Council,  1987;  Reinert,  1991). 

The  literature  reveals  conflicting  data  on  use  of  health  services  by  rural 
residents.  The  latest  National  Medical  Expenditure  Study  found  that  a  higher 
proportion  of  rural  residents  received  ambulatory  care  on  at  least  one  occasion  in 
the  prior  year  but  averaged  fewer  overall  ambulatory  visits  than  their  urban 
counterparts  (Braden  &  Beauregard,  1994).  The  latest  National  Health  Interview 
Survey  found  that  while  the  average  number  of  physician  contacts  per  year  were 
slightly  less  for  rural  than  urban  residents  (5.9  to  6.1  contacts  respectively),  the 
number  of  hospitalizations  per  year  were  slightly  higher  for  rural  residents  (.129  to 
.101  hospitalizations  per  person  respectively)  (National  Center  for  Health 
Statistics,  1994).  In  the  National  Health  Interview  Survey,  "physician  contacts" 


included  any  contacts  with  physicians,  e.g.  by  phone,  office  visits,  emergency 
rooms,  walk-in  clinics,  etc.  (National  Center  for  Health  Statistics,  1994). 

Other  researchers  have  found  that  rural  people  underutilize  health  care 
resources  that  are  available  (Bartlome',  Bartlome'  &  Bradford,  1992;  Bushy,  1991; 
Dwyer,  Lee  &  Conrad,  1990)  while  still  others  found  no  differences  in  use 
between  rural  and  urban  samples  (Coward,  Lee,  Dwyer  &  Seccombe^  1993; 
McConnel  &  Zetzman,  1993;  Stoller,  1982).  Some  studies  revealed  that  rural 
residents  have  less  concern  over  health/illness  than  urban  and  delay  in  seeking 
treatment  unless  ability  to  work  was  at  risk  (Lee,  1993;  Weinert  &  Long,  1987). 
Another  study  found  that  most  rural  elders  self-managed  illness  symptoms;  only 
30%  contacted  formal  providers  (Stoller  &  Forster,  1992). 

The  Rural  Health  Care  System 

Rural  Hospitals 

A  patchwork  of  independent  rural  hospitals  have  served  in  the  past  and 
present  as  the  infrastructure  of  the  rural  health  care  system  (Rosenblatt  & 
Moscovice,  1982;  Reinert,  1991).  Although  there  are  other  rural  systems  such  as 
primary/emergency  care  clinics  and  free-standing  long  term  care  facilities,  rural 
hospitals  represent  the  anchor  of  the  rural  care  system  and  providers  and  other 
services  tend  to  be  located  in  rural  communities  with  hospitals.  Accordingly,  the 
remainder  of  this  discussion  of  the  rural  health  care  system  will  focus  on  rural 
hospitals. 


Currently,  nearly  half  of  all  acute  care  general  hospitals  in  the  U.S.  are 
considered  rural  or  outside  metropolitan  statistical  areas  (Government  Accounting 
Office  [GAO],  1991).  Most  rural  hospitals  are  small  with  more  than  one-third 
having  50  inpatient  beds  or  less  and  it  is  these  small  facilities  that  are  most  in 
jeopardy  of  closure  (AHA,  1991b).  Small  rural  hospitals  are  generally  located  in 
rural  communities  with  sparse  populations,  thus  their  limited  bed  sizes  are 
sufficient  to  meet  needs.  Many  small  hospitals  have  a  geographically  large  service 
area,  some  being  the  only  hospital  in  a  county  or  several  adjacent  counties.  Rural 
hospitals  offer  a  core  of  basic  acute  care  services  including  emergency,  obstetrics, 
medical-surgical,  and  pediatric  services  of  medium  to  low  intensity,  as  well  as  long 
term  care  (Hart  et  al.,  1990).  Although  required  to  remain  technologically 
current,  rural  hospitals  are  not  as  dependent  on  high-cost  technical  equipment  as 
urban  hospitals  due  to  the  moderate  to  low  complexity  of  the  services  they  offer 
(Damasauskas,  1992;  Hart  et  al.,  1990). 

Many  rural  hospitals  have  diversified  beyond  acute  care  delivery  and 
provide  community  based  services  such  as  home,  hospice,  and  elder  care  and 
health  promotion/screening  programs  (Fickenscher  &  Lagerwey-Voorman,  1992; 
GAO,  1991;  Hart  et  al.,  1990).  The  role  of  long  term  care  provision  particularly 
in  the  smallest  rural  hospitals  (less  than  25  beds)  is  evidenced  by  the  fact  that 
45%  of  these  facilities  have  attached  nursing  home  beds  and  are  likely  to  have 
greater  utilization  of  the  long  term  care  beds  than  acute  care.  It  has  been 
suggested  that  these  smallest  hospitals  might  more  accurately  be  depicted  as  rural 


nursing  homes  with  attached  acute  care  beds  (Hart  et  al.,  1990). 

The  presence  of  the  rural  hospital  in  the  community  tends  to  localize  other 
health  care  services  such  as  primary  care,  dentistry,  mental  health,  and  physical 
therapy  in  the  same  community  and/or  building  (GAO,  1991;  Hart  et  al.,  1990; 
Rosenblatt  &  Moscovice,  1982).  It  is  unclear  whether  the  providers  of  these 
services  would  practice  in  the  rural  community  if  the  hospital  were  not  there. 
Research  has  demonstrated  that  some  providers  leave  when  a  rural  hospital  closes 
and  providers  are  more  difficult  to  recruit  to  communities  without  hospitals 
(Connor,  Hillson  &  Krawelski,  1995;  Hart,  Pirani  &  Rosenblatt,  1991).  Most  rural 
health  care  professionals  are  generalists  who  provide  care  for  a  wide  variety  of 
health  needs  across  the  life  span.  When  patients'  health  problems  exceed  local 
capabilities,  they  are  generally  stabilized  and  transported  to  larger  more 
specialized  facilities. 

In  addition  to  the  provision  of  health  care,  the  hospital  plays  a  s}Tnbolic 
and  economic  role  in  rural  communities.  "The  hospital  ranks  with  the  church  and 
the  school  as  one  of  those  elements  of  rural  society  through  which  communities 
define  themselves"  (Rosenblatt  &  Moscovice,  1982,  p.  174).  The  rural  hospital  is 
commonly  one  of  the  largest  employers  in  the  community  and  contributes  to  the 
local  economy  in  a  variety  of  indirect  ways.  It  has  been  demonstrated  that  the 
economy  of  a  rural  community  significantly  declines  after  closure  of  a  local 
hospital  (Doeksen,  Loewn  &  Strawn,  1990). 

Although  there  is  a  prevailing  myth  that  quality  of  care  in  rural  hospitals  is 
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less  than  in  urban  hospitals,  there  is  a  dearth  of  research  on  rural  hospitals' 
overall  quality  of  care.  Most  studies  that  have  been  published  focus  only  on 
quality  of  surgical  and  obstetrical  care  and  have,  on  the  whole,  yielded  conflicting 
results.  Some  researchers  conclude  that  rural  hospitals  provide  high  or 
"reasonable"  quality  of  care  when  they  offer  services  for  problems  of  "manageable 
complexity"  and  for  which  there  is  local  expertise  and  adequate  volume  (Hart  et 
al.,  1990;  Moscovice,  1989a,b;  Rosenblatt  &  Moscovice,  1982).  Other  studies 
suggest,  however,  that  some  rural  hospitals  do  not  limit  complexity  of  services  and 
may  have  lower  quality  of  care  than  larger  urban  hospitals  (Keeler  et  al.,  1992; 
Williamson,  Hart,  Pirani,  Rosenblatt,  1994).  The  Joint  Commission  on 
Accreditation  of  Health  (care)  Organizations  (JCAHO)  is  often  used  as  the  "gold 
standard"  of  quality  for  hospitals.  Due  presumably  to  cost,  less  than  50%  of  all 
rural  hospitals  and  less  than  25%  of  small  rural  hospitals  hold  JCAHO 
accreditation  (Wingert,  et  al.,  1991). 

Underutilization  and  wide  fluctuations  of  patient  census  have  caused  some 
to  question  the  cost  effectiveness  of  rural  hospitals,  although  comparisons  of  costs 
between  rural  and  urban  hospitals  for  similar  patient  admissions  are  inconclusive 
(Mick  &  Morlock,  1990).  As  compared  to  urban,  rural  hospitals  tend  to  have 
older  physical  plants,  lower  occupancy  rates,  more  limited  economic  resources,  less 
operating  capital,  and  increased  proportion  of  fixed  costs,  which  limit  their 
flexibility  when  the  health  care  environment  changes  (Mick  &  Morlock,  1990; 
Reinert,  1991). 


Rural  Hospital  Closures 

During  the  1980s,  10%  of  the  nation's  rural  hospitals  closed  and  this  high 
rate  of  closure  has  continued  in  the  early  1990s  (AHA,  1992).  Closure  of  a  rural 
hospital  may  result  in  loss  of  reasonable  access  to  acute  and  emergency  care  for 
rural  residents  when  there  are  no  other  local  alternatives.  Provider  exodus  and 
loss  of  community-based  services  often  accompany  the  closure,  thusr  rural  dwellers 
are  left  with  few  local  health  care  resources.  Poverty  and  advanced  age  of 
residents,  as  well  as  distance,  geography,  weather,  and  lack  of  public 
transportation  all  complicate  the  access  picture  when  travel  to  distant  communities 
for  care  is  required  (Cordes,  1989;  Moscovice,  1989a). 

Factors  contributing  to  rural  hospital  closures  have  been  well  documented 
(AHA,  1991a;  GAO,  1990;  Mick  &  Morlock,  1990;  Reinert,  1991;  Rosenblatt  & 
Moscovice,  1982).  National/regional  forces  such  as  Medicare  reimbursement 
levels,  a  declining  rural  economy,  and  provider  shortages  have  usually  been 
blamed  for  closures.  Local  factors  have  also  been  implicated.  Economic 
conditions  such  as  rural  poverty,  un-  and  under-employment,  lack  of  health 
insurance,  and  an  aging  population  result  in  not  only  increased  health  care  needs 
of  community  residents  but  also  a  reduced  tax  base  to  support  the  hospital  and  an 
increase  in  uncompensated  care.  Other  research  has  found  that  underutilization 
of  the  local  hospital  by  rural  residents  who  bypass  it  to  seek  care  in  larger  towns 
or  urban  areas  and  lack  of  community  support  may  be  major  contributing  factors 
to  closures  (Amundson,  1993;  Hart,  Rosenblatt  &  Amundson,  1989,  Pirani,  Hart 


&  Rosenblatt,  1993;  Reinert,  1991). 

While  there  is  limited  empirical  evidence,  it  is  generally  agreed  that  rural 
community  involvement  and  support  is  necessary  for  rural  hospitals'  survival 
(Amundson,  1993;  Hart,  Lishner  &  Amundson,  1991;  Seavey,  Berry,  Bogue,  1992). 
Following  passage  of  the  National  Hospital  Survey  and  Construction  (Hill-Burton) 
Act  (1946-62)  when  most  rural  hospitals  were  built,  rural  communities  viewed 
their  local  hospitals  as  necessary  community  structures,  representing  community 
cohesion,  and  a  move  toward  modernism  (Rosenberg,  1987;  Rosenblatt  & 
Moscovice,  1982;  Stevens,  1989).  Although  many  were  built  with  federal 
assistance,  rural  hospitals  were  supported  by  local  donations,  paying  patients,  and 
widespread  community  involvement.  Since  that  time,  some  rural  communities 
have  maintained  this  support  of  and  involvement  with  the  local  hospital  while 
others  have  not. 

Community  support  does  not  necessarily  translate  into  use  of  the  hospital 
for  health  care.  "Rural  residents  are  willing  to  do  almost  anything  (except  perhaps 
to  use  it)  to  subsidize  their  hospital"  (Bauer,  1992,  p.  66).  There  is  evidence  that 
some  rural  residents  "outmigrate"  or  "outshop"  to  larger  towns  or  urban  area  for 
health  services  that  are  available  locally  even  though  they  may  support 
maintaining  the  local  hospital  just  in  case  they  need  it  (Amundson,  1993;  Bauer, 
1992;  Bronstein  &  Morrisey,  1991;  DeFriese,  Wilson,  Ricketts  &  Whitener,  1992; 
Hart  et  al.,  1989;  Reinert,  1991). 

Although  reasons  for  outmigration  for  health  care  have  not  been  fully 


explored,  a  decline  in  rural  community  structures  in  general,  lack  of  rural 
hospitals'  attention  to  consumer  expectations,  beliefs  of  rural  consumers  that 
"bigger  is  better,"  improvements  in  transportation,  increased  rural  commuting  to 
urban  areas  for  employment,  and  the  spread  of  suburban/urban  areas  making 
larger  hospitals  more  accessible  have  been  cited  (Amundson,  1993;  DeFriese  et 
al.,  1992;  Reinert,  1991).  Rural  residents  most  likely  to  bypass  the  local  hospital 
are  those  who  are  more  severely  ill,  more  affluent,  younger,  dissatisfied  with  local 
services,  and  those  without  a  local  primary  provider  (Amundson,  1993;  Hart,  et  al,, 
1989;  Hogan,  1988;  Horner,  et  al.,  1994;  Morrisey,  Sloan  &  Valvona,  1989; 
Reinert,  1991).  A  higher  proportion  of  residents  then  who  depend  on  the  local 
hospital  for  acute  care  needs  are  the  indigent,  aged,  and  less  mobile,  for  which  the 
local  services  may  be  un-  or  undercompensated.  Rural  consumer  "outshopping" 
behavior  may  also  be  related  to  lack  of  identification  and  affiliation  with  the  local 
rural  community  (DeFriese,  et  al.,  1992). 
The  Limited  Services  Rural  Hospital 

History  of  the  Limited  Sendees  Rural  Hospital  Concept. 

Despite  its  recent  implementation,  the  idea  of  having  limited  versions  of 
full-service  hospitals  in  remote  rural  locations  is  not  a  new  one.  In  the  19th  and 
early  20th  centuries,  the  earliest  rural  hospitals  in  this  country  developed  as 
extensions  of  physicians'  offices  and/or  homes  (Stevens,  1989).  As  these  early 
rural  physicians'  practices  grew,  they  developed  small  facilities  that  offered  some 
acute  care  to  maintain  their  patients  close  to  them.  The  growth  of  small  rural 


proprietary  hospitals  was  also  motivated  by  rural  physicians  attempting  not  to  lose 
their  patients  to  city  physicians  who  had  ready  access  to  urban  hospitals 
(Rosenblatt  &  Moscovice,  1982).  By  the  early  1900s,  the  number  of  small 
hospitals  roughly  equaled  the  number  of  physicians  in  many  areas  of  the  country 
(Madison  &  Bernstein,  1975).  In  the  first  few  decades  of  the  20th  century,  many 
of  these  early  limited  service  facilities  closed  for  a  variety  of  reasons:  movements 
to  standardize  hospitals  to  assure  quality,  physician  migration  to  cities,  lack  of 
sufficient  size  to  establish  nursing  training  for  inexpensive  labor,  and  economic 
pressures  during  the  Depression  (Stevens,  1989). 

In  1945,  the  U.S.  Public  Health  Service  (USPHS)  published  a  proposal  for 
"Health  Service  Areas,"  an  integrated  national  system  of  hospitals  and  health 
centers  in  which  a  MAF-like  or  limited  services  hospital  idea  was  discussed 
(USPHS,  1945).  Although  the  proposal  was  not  implemented,  it  called  for 
bringing  "the  workshops  necessary  in  the  performance  of  preventive  and  curative 
services  within  easy  reach  of  everyone  regardless  of  his  economic  position  or 
geographic  location"  (USPHS,  1945,  p.l).  In  the  plan,  health  services  were  to  be 
delivered  via  an  integrated  network  of  base,  district,  and  rural  hospitals  as  well  as 
health  centers.  Health  centers  would  provide  ambulatory  care  and  traditional 
health  department  services.  "For  especially  isolated  areas,  where  full-scale 
hospital  construction  is  not  feasible,  the  heahh  center  is  the  appropriate  nucleus 
for  the  development  of  limited  in-patient  service.  Such  service  should  be  operated 
in  close  association  with  a  complete  hospital,  even  though  the  latter  may  be 


located  at  considerable  distance"  (USPHS,  1945,  p.8).  Traveling  for  health  care 
beyond  50  miles  "except  for  uncommon  conditions"  was  declared  undesirable  "in 
the  interest  of  good  medical  care"  although  "in  areas  so  sparsely  populated  as  to 
make  these  conditions  unattainable"  developing  "limited  bed  service"  in  health 
centers  was  deemed  the  most  satisfactory  alternative  (USPHS,  1945,  p.lO). 

The  earliest  known  reference  to  the  Limited  Services  Rural  Hospital  by 
name  as  a  potential  model  of  care  was  found  in  a  study  conducted  in  1974  under 
contract  for  the  then  named  Department  of  Health,  Education,  and  Welfare 
(DHEW)  (Little,  1974;  Wellever,  personal  communication,  9-26-95).  The  study 
explored  a  potential  solution  to  the  federal  government's  dilemma  regarding 
"access  hospitals"  or  hospitals  which  failed  to  meet  certain  certification  standards 
for  participation  in  Medicare/Medicaid  but  which  had  been  allowed  to  participate 
anyway  due  to  their  remote  locations  and  their  role  in  providing  access  to  local 
hospital  care  for  beneficiaries.  In  1974  there  were  approximately  150  access 
hospitals  in  the  U.S.  and  nearly  all  were  in  rural  areas.  The  study  developed  the 
concept  and  standards  for  a  LSH  and  explored  the  feasibihty  of  implementation. 
In  the  1974  study,  to  be  certified  as  a  LSH  the  facility  "would  have  to  be  small  and 
isolated...and  would  have  to  limit  services  voluntarily  to  diagnosis  and  treatment  of 
those  ailments  for  which  the  medical  staff,  nursing  staff,  and  other  staff  were 
properly  trained  and  for  which  the  facilities  were  properly  designed  and  equipped" 
(Little,  1974,  p.S-1).  Facilities  would  also  need  to  demonstrate  evidence  that  they 
were  needed  as  access  hospitals;  "as  implied  by  occupancy  in  excess  of  some 


percentage  (say,  60%)"  (Little,  1972,  p.8).  The  major  proposed  change  in  staffing 
standards  was  to  waive  the  requirement  that  an  RN  be  present  at  all  times  and 
instead,  designated  LPNs  would  be  in  charge  when  an  RN  was  not  available. 
LPNs  would  qualify  for  this  charge  or  "Senior  LPN"  position  by  experience  and 
special  training.  The  study  concluded  that  while  the  LSH  concept  had  merit, 
implementation  on  a  national  scale  would  face  "formidable  obstacles"  (Little,  1974, 
p.28).    Concern  was  expressed  by  experts  reviewing  the  proposed  standards  about 
the  expanded  LPN  role,  the  additional  responsibilities  for  medical  staffs,  and  lack 
of  precision  in  the  review  process  by  state  certification  agencies.  Opposition  was 
also  expected  from  nursing  and  other  professional  associations.  The  study 
recommended  that  while  the  LSH  did  not  seem  feasible  on  a  nation-wide  basis, 
DHEW  should  play  a  facilitating  role  for  individual  states  where  there  was 
motivation  to  develop  the  LSH  model  (Little,  1974).  Input  from  potential 
consumers  of  the  LSH  was  not  sought  in  this  1974  study. 
.  LSHs  in  the  Current  Health  Care  Environment. 
As  the  dilemma  of  rural  hospital  closures  unfolded  in  the  mid  to  late  1980s, 
there  were  numerous  national/regional  policy  approaches  possible  to  address  it. 
The  possible  approaches  included  in  this  discussion  are  grouped  into  four 
categories:  1.  Do  nothing,  2.  Do  something  that  may  benefit  all  rural  hospitals,  3. 
Do  something  that  may  benefit  some  rural  hospitals,  and  4.  Allow  or  encourage 
conversion  to  an  alternate  model  of  care  for  some  rural  hospitals. 

To  do  nothing  was  one  approach  advocated  by  some  policy  makers  and 


researchers  who  saw  hospital  closures  as  a  market-driven  phenomenon  related  to 
"over-bedding"  in  rural  areas.  Rural  hospital  closures  were  seen  as  appropriate 
ways  to  reduce  excess  inpatient  capacity.  Closures,  from  this  perspective,  also 
represented  opportunities  to  regionalize  health  services  with  accompanying  savings 
and  efficiency  (Alpha  Center,  1990).    Other  variations  on  the  "do  nothing 
approach"  involved  discouraging  continued  existence  of  rural  hospitals  but 
federally  subsidizing  improvements  in  emergency  and  transport  systems  and/or 
encouraging  local  areas  to  supplement  the  failing  hospitals'  operating  losses 
through  local  tax  revenues  (Christiansen,  Moscovice,  Wellever  &  Wingert,  1990). 

A  second  approach  consisted  of  policies  or  programs  that  sought  to , 
improve  the  lot  for  ail  rural  hospitals.  For  example,  legislation  passed  in  1988-91 
modified  Medicare  reimbursement  related  to  capital  expenses,  reduced  and 
eventually  phased  out  the  rural-urban  Medicare  payment  differential,  appropriated 
funding  for  federal/state  Offices  of  Rural  Health,  and  facilitated  placement  and 
reimbursement  of  professionals  in  rural  areas  (Reinert,  1991;  Wakefield,  1990). 
Encouraging  rural  hospitals  to  form  alliances  and  networks  to  achieve  economies 
of  scale  not  possible  individually  were  also  recommended  (Moscovice,  1989b). 

A  third  and  more  specific  approach  were  policies,  programs,  and 
recommendations  targeted  at  some  but  not  all  rural  hospitals.  For  example,  the 
Medicare  Sole  Community  Hospital  (SCH)  provisions  were  modified  in  1986-89  to 
improve  reimbursement  for  isolated  rural  hospitals  that  qualified  for  SCH  status 
(Alpha  Center,  1990).  The  federally  funded  Rural  Hospital  Transitions  Grants 


and  the  Kellogg  Foundation  funded  WAMI  (Washington,  Alaska,  Montana, 
Idaho)  Rural  Hospital  Project  were  examples  of  programs  that  offered  assistance 
to  facilities  and  rural  communities  that  were  willing' to  work  together  on  projects 
to  examine  and  potentially  modify  the  type  and  extent  of  services  offered  locally 
(Amundson  &  Rosenblatt,  1991;  Moscovice,  1989b).    The  Government 
Accounting  Office  (GAO,  1991)  and  the  Federal  Office  of  Rural  Health  Policy 
(Alpha  Center,  1990)  recommended  identifying  which  hospitals  were  essential  for 
access  to  inpatient  care  for  vulnerable  populations  and  protect  them  through 
improved  reimbursement  or  grant  funding. 

The  final  approach,  hospital  conversion,  has  some  elements  of  the 
approaches  discussed  above.  Rural  hospital  conversion  to  an  alternate  model  of 
care  has  been  viewed  as  a  strategy  to  maintain  some  level  of  health  care  services 
in  remote  communities  which  have  difficulty  attracting  the  personnel  and 
resources  necessary  for  a  full  service  hospital  (Moscovice,  1989a,b;  Wingert,  et  al., 
1991).  Conversion  has  been  differentiated  as  "conversion  with-in  a  level  of  care" 
or  down-sizing  but  maintaining  acute  and  emergency  care  at  a  lower  intensity  level 
and  "conversion  between  levels  of  care"  or  down-sizing  to  a  different  level  of  care 
such  as  long  term,  primary,  and/or  emergency  care  (Gibbens  &  Ludtke,  1990,  p.8). 

The  term  "conversion"  might  imply  minimal  time  between  full-service 
hospital  and  alternate  model.  Indeed  some  facilities  have  "converted"  on  the  same 
day  while  other  rural  hospitals  have  been  closed  for  years  before  reopening  as  an 
alternate  model.  The  term  "conversion"  might  also  imply  voluntary  choice.  While 


there  may  be  some  rural  communities  and  hospitals  which  proactively  convert  to 
an  alternate  model  before  hospital  closure  is  imminent,  research  has  shown  that 
rural  communities  do  not  relinquish  their  local  hospital's  license  unless  closure  is 
imminent  or  has  already  occurred  (Gaumer,  Gabay  &  Geller,  1992). 

Conversion  between  levels  of  care  essentially  means  closure  of  a  hospital 
and  conversion  to  a  model  of  health  care  not  including  inpatient  acute  care. 
While  there  were  no  studies  found  on  conversion  between  levels  of  care  per  se, 
research  on  the  consequences  of  rural  hospital  closures  has  found  that  most 
former  hospital  buildings  subsequently  housed  some  other  health  care-related 
enterprise  not  including  acute  inpatient  care  (Hart,  Pirani  &  Rosenblatt,  19.90). 
One  report  was  found  that  included  a  description  of  three  rural  communities  with 
conversion  between  levels  of  care  (Alpha  Center,  1990).  Two  of  the  three 
hospitals  in  these  towns  had  been  closed  for  some  time  prior  to  the  alternate 
models;  in  the  third,  the  hospital  was  about  to  close  prior  to  conversion.  The 
alternate  models  varied  among  the  communities  but  all  focused  on  the  provision 
of  primary,  emergency,  and  long  term  care.  All  had  formal  or  informal  referral 
arrangements  with  the  closest  full  service  hospitals.  Because  these  alternate 
models  did  not  offer  inpatient  acute  care,  they  did  not  conform  to  Medicare's 
conditions  of  participation  for  hospitals  and  as  a  result  could  not  be  reimbursed 
for  facility  costs  associated  with  emergency  room  services.  Overhead  costs  for 
emergency  care  were  subsidized  by  foundation  grants  and  local  taxes.  Similarly, 
one  of  the  alternate  models  provided  convalescent  care  and  could  not  receive 


Medicare  or  Medicaid  reimbursement  (Alpha  Center,  1990), 

Underscoring  the  pivotal  role  of  federal  reimbursement  policies  on  the 
development  of  new  rural  models  of  care,  Rosenburg  (1989)  reviewed  the 
experiences  of  several  states  which  have  developed  care  delivery  models  not 
involving  inpatient  beds  (or  potential  "conversion  between  levels  of  care"  models). 
Colorado,  for  example,  created  the  Community  Clinic/Emergency  Center  licensing 
category  in  1986  to  address  the  need  for  services  in  remote  rural  communities. 
The  Colorado  model  can  provide  primary  and  emergency  care  and  contains  a 
holding  area  for  patients  needing  observation  prior  to  discharge  or  transfer  to  a 
hospital.  Most  facility  licensing  requirements  for  hospitals  are  not  a  part  of  the 
Colorado  model's  standards.  Since  1986,  only  five  Community  Clinics/Emergency 
Centers  have  been  certified  in  Colorado  and  no  hospital  has  applied  for 
conversion;  the  five  certified  centers  are  affiliated  with  primary  providers'  offices 
or  nursing  homes.  This  limited  implementation  was  seen  as  directly  tied  to  the 
model's  not  being  eligible  for  Medicare  and  Medicaid  certification  (Rosenberg, 
1989).  Without  changes  in  Medicare  requirements,  Rosenberg  (1989)  concluded 
that  most  conversion  models  would  be  "retrofitted"  rural  hospitals  and  would 
maintain  some  acute  inpatient  services  (p.  18). 

Conversion  within  a  level  of  care  is  essentially  converting  a  traditional  full- 
service  rural  hospital  to  a  limited-service  hospital  (LSH).  LSHs  must  be  located  in 
remote  sites  and  services  are  limited  to  short-stay,  low-intensity  acute  care  and 
emergency  care.  The  underlying  rationale  is  to  more  closely  match  the  needs  of 


rural  residents  with  available  and  sustainable  health  care  resources  (Alpha  Center, 
1990).  The  facility  shifts  its  emphasis  from  inpatient  and  surgical  services  to 
emergency,  primary,  and  long  term  care  services.  Some  limited  inpatient  care  is 
maintained  while  overhead  costs  are  reduced.  More  flexibility  is  allowed  in 
staffing  than  that  required  of  hospitals,  e.g.  off-site  physician  supervision  of  care 
provided  by  Advanced  Practice  R.N.s  or  Physician  Assistants;  reduced 
requirements  for  R.N.  staffing  (Wingert,  et  al.,  1991). 

The  federal  model  of  LSH,  the  Rural  Primary  Care  Hospital,  was  included 
in  the  Omnibus  Reconciliation  Acts  of  1989-90  (Federal  Register,  1991,  1993). 
The  federal  model  incorporates  a  required  formal  networking  and  referral 
arrangement  between  Rural  Primary  Care  Hospitals  and  larger  facilities  called 
Essential  Access  Community  Hospitals.  There  has  not  been  widespread 
implementation  of  the  Rural  Primary  Care  Hospital/Essential  Access  Community 
Hospital  models  despite  significant  federal  grant  expenditures  on  the  program. 
HCFA  funded  seven  states  (California,  Colorado,  Kansas,  New  York,  North 
Carolina,  South  Dakota,  and  West  Virginia)  to  establish  the  federal  model.  In 
addition  to  state  level  funding,  59  hospitals  in  those  states  received  grants  as 
potential  Rural  Primary  Care  Hospitals  (Campion  &  Dickey,  1995;  Wright, 
Wellever  &  Felt,  1994).  As  of  1995,  only  six  hospitals  in  the  nation  had  converted 
to  Rural  Primary  Care  Hospitals  (Campion  &  Dickey,  1995)  and  one  of  these  six 
closed  during  that  year  (McCarty,  personal  communication,  4-95).  The  slow  start 
on  implementing  the  federal  model  has  been  attributed  to  delays  in  issuing  final 


federal  rules  and  perceived  inflexibility  of  the  rules  when  they  were  finally 
published  (Alpha  Center  1993;  Lutz,  1992).  Amendments  to  the  final  rules  were 
proposed  by  the  involved  states  (Alpha  Center,  1993)  and  some  revisions  in  the 
rules  were  subsequently  enacted  (Wright,  et  al.,  1994). 

As  concern  continued  about  rural  hospital  closures  and  federal  guidelines 
for  a  federal  LSH  model  were  slow  to  be  published,  states  developed  their  own 
versions  of  LSHs.  In  1987,  the  Montana  legislature  developed  certification 
requirements  for  a  new  category  of  acute  care  facility  called  the  Medical 
Assistance  Facility  (MAF).  Following  the  1987  legislation,  the  Montana  Hospital 
Research  and  Education  Foundation,  a  group  affiliated  with  the  Montana  Hospital 
Association  proposed  a  demonstration  of  the  MAF  model  to  HCFA.  HCFA 
subsequently  funded  the  project  in  1990  to  demonstrate  that  the  MAF  was  a 
viable  alternative  to  a  full-service  rural  hospital  in  rural  areas.  Montana's  MAFs 
provide  inpatient  care  to  ill  or  injured  persons  prior  to  transport  to  a  hospital  or 
provide  inpatient  care  for  no  longer  than  96  hours,  and  are  either  located  in  a 
county  with  less  than  six  residents/square  mile  (frontier  area)  or  are  located  more 
than  35  road  miles  from  the  nearest  hospital  (MAC,  1991).  HCFA  also  granted  a 
waiver  which  accepted  Montana's  MAF  certification  rules  in  lieu  of  Medicare 
Hospital  Conditions  of  Participation  and  allowed  for  reimbursement  at  reasonable 
cost.  The  waiver  was  seen  as  essential  due  to  the  large  proportion  of  elderly  in 
Montana's  frontier  areas  and  was  the  first  HCFA  waiver  granted  to  a  LSH  model. 
Cost-based  reimbursement  was  related  to  an  assumption  that  MAFs  would  likely 


be  small  and  would  not  be  able  to  average  risk  across  large  numbers  of  admissions 
as  may  be  necessary  under  prospective  payment  (Christianson,  et  al.,  1990). 

Table  1  on  pages  30-32  contains  a  summary  of  selected  features  of  the 
MAF  and  the  Rural  Primary  Care  Hospital.  As  can  be  seen  in  the  table, 
requirements  for  both  the  Montana  and  federal  limited  service  rural  hospitals  are 
similar.  The  regulations  related  to  size  and  length  of  stay  are  somewhat  different. 
The  MAF  model  has  no  restriction  on  size  while  the  Rural  Primary  Care  Hospital 
is  limited  to  6  inpatient  beds  but  can  also  have  6  additional  beds  designated  as 
swing  beds.  In  both  of  these  models,  the  mechanism  used  to  limit  services  to 
those  that  are  low-acuity  is  by  a  meodmum  length  of  stay  provision.  It  is  assumed 
that  acute  health  problems  that  can  be  resolved  in  this  length  of  time  are 
generally  low-acuity.  The  MAF  maximum  length  of  stay  is  96  hours  while  Rural 
Primary  Care  Hospitals  must  demonstrate  an  overall  average  length  of  stay  across 
all  inpatients  of  72  hours.  Other  notable  differences  between  the  two  models' 
regulations  include  more  stringent  admission  criteria  oversight  for  the  MAF, 
slightly  more  stringent  nursing  staff  requirements  for  the  MAF,  less  stringent 
requirements  for  referral  arrangements  for  the  MAF,  and  less  complicated  and 
probably  more  advantageous  reimbursement  for  the  MAF.  The  amount  of  federal 
grant  support  has  also  clearly  differed  between  the  two  LSH  programs,  with  the 
cost  per  converted  facility  much  less  in  the  MAF  program. 
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Since  1990  when  the  MAF  demonstration  project  began,  little  has  been 
published  about  the  MAF  model.  Several  descriptive  and  analytic  articles  were 
published  early  in  the  program  (Christianson,  et  al.,  1990;  Lutz,  1988;  McCarty, 
1992;  Wingert,  et  al.,  1991).  Three  evaluation  studies  were  conducted  through 
HCFA  (Gaumer,  et  al.,  1992,  1993;  Office  of  Inspector  General,  1993).  One 
HCFA  process  evaluation  study  describing  MAF  implementation  included  the 
results  of  a  survey  conducted  prior  to  the  demonstration  project  in  communities 
where  MAFs  subsequently  opened  (Gaumer,  et  al.,  1992).  The  surveys  revealed  a 
high  level  of  community  support  for  opening  the  MAFs,  although  some 
respondents  "were  somewhat  skeptical  as  to  whether  local  residents  would  use  it 
for  acute  care  (Gaumer,  et  al.,  1992,  p.64)." 

Another  HCFA  study,  conducted  one  year  after  implementation  of  three 
MAFs,  again  found  community  support  for  the  MAF  concept  but  very  limited 
utilization  with  an  average  of  1,9  inpatients/month  and  9.5  emergency  room 
visits/month  (Gaumer,  et  al.,  1993).  Acceptability  of  the  MAF  model  and 
satisfaction  were  assessed  from  the  perspectives  of  providers,  administrators,  and  a 
few  community  members  who  used  the  MAF.  This  HCFA  study  report  described 
the  three  MAFs  as  principally  nursing  homes  with  collocated  emergency,  clinic, 
and  inpatient  services  (Gaumer,  et  al.,  1993).  The  most  common  medical 
diagnoses  for  patients  admitted  to  the  MAFs  were  pneumonia,  trauma,  and  senile 
dementia  (Gaumer,  et  al.,  1993).  Although  this  HCFA  study  did  not  examine 
utilization  of  primary  providers  directly,  the  investigators  found  some  evidence  that 


3*  ^. 

local  providers  were  underutilized  and  suggested  that  growth  of  the  provider's 
practices  would  be  necessary  for  viability  of  the  MAF  model  (Gaumer,  et  al., 
1993). 

In  the  HCFA  evaluation  study,  quality  of  care  was  evaluated  by  assessing 
the  Peer  Review  Organization's  (PRO)  utilization  and  quality  assurance  reviews 
(Gaumer,  et  al.,  1993).  At  the  time  of  the  HCFA  study,  MAF  certification  rules 
required  preadmission  reviews,  predischarge  reviews  by  telephone,  and 
retrospective  reviews  of  .25  percent  of  admissions  (100  percent  of  admissions  in 
the  first  three  months  of  operation).  The  intent  of  this  review  burden  (2.25 
reviews  for  every  admission)  was  to  provide  more  than  the  usual  level  of  oversight 
due  to  quality  of  care  issues  raised  by  a  new  model  of  care  (Gaumer,  et  al.,  1993). 
The  HCFA  study  found  that  the  PRO  reviews  were  not  being  conducted  as 
required. 

Costs  of  care  in  the  1993  HCFA  study  were  found  to  be  comparable  to 
other  small  facilities  although  the  limited  utilization  for  inpatient  care  made  cost 
assessment  difficult  (Gaumer,  et  al.,  1993).  In  1995,  the  Government  Accounting 
Office  studied  the  cost  to  Medicare  for  treating  beneficiaries  at  the  MAFs 
compared  to  costs  that  would  have  been  incurred  for  treating  the  same  conditions 
at  full-service  hospitals  under  the  prospective  payment  system  (GAO,  1995). 
Medicare  costs  for  patients  served  by  the  MAFs  were  on  average  lower  than  if  the 
patients  had  been  treated  at  full-service  rural  hospitals  and  substantially  lower 
than  if  they  had  been  treated  at  urban  hospitals  (GAO,  1995).  This  study 


reported  that,  of  the  Medicare  inpatient  admissions  reviewed,  the  most  common 
diagnosis-related-groups  were  pneumonia,  inflammation  of  the  gastrointestinal 
system,  and  heart  failure/with  shock.  This  GAO  study  also  reported  substantial 
use  of  the  MAFs  by  Medicare  beneficiaries  for  outpatient  procedures  such  as 
laboratory  and  x-ray  services  (GAO,  1995). 

Access  to  Care 

Improving  equity  in  access  to  care  has  been  an  ongoing  concern  throughout 
most  of  the  past  half  century  (Aday,  et  al.,  1993;  Patrick  &  Erickson,  1993). 
"Some  health  care  policy  issues  are  like  bad  pennies;  despite  repeated  efforts  to 
resolve  them,  they  keep  coming  back"  (Friedman,  1991,  p.  2491).  Access  to  heahh 
care  is  one  such  issue,  and  rural  access  to  care  has  been  a  particularly  persistent 
problem.  While  equitable  access  to  care  in  and  of  itself  may  be  intuitively 
desirable,  it  is  through  presumed  links  between  access  to  care,  appropriate 
utilization  of  care,  and  positive  health  outcomes  that  access  becomes  important. 
Few  studies,  however,  have  directly  evaluated  the  effects  of  access  and  utilization 
on  health  outcomes  (Aday,  et  al,  1993;  Hulka  &  Wheat,  1985;  Millman,  1993). 

The  relative  contribution  of  health  care  services  to  promoting  health  in 
contrast  to  improvements  in  socioeconomic  conditions  has  been  subject  to  debate 
(Chopoorian,  1986;  Evans  &  Stoddart,  1990;  Levine,  Elinson  &  Feldman,  1983; 
Milio,  1983;  Mitchell,  Krueger  &  Moody,  1990).  The  causes  of  health  inequalities 
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have  been  summarized  as  follows:  1.  direct  effects  of  the  social  and  physical 
environment  on  health  such  as  nutrition,  housing,  hygiene,  working  conditions,  and 
accidents;  2.  indirect  effects  mediated  by  resources,  lifestyles,  consumptive 
patterns,  knowledge,  values,  and  power;  and  3.  availability,  accessibility, 
affordability,  quality,  use,  and  effectiveness  of  health  services  (Illsley,  1990).  While 
it  is  clear  that  direct  and  indirect  effects  of  health  inequalities  need  to  be 
addressed,  there  has  been  ongoing  interest  in  access  to  health  services  based  on 
the  belief  that  improved  access  leads  to  more  appropriate  and  therefore  more 
cost-effective  utilization  (Patrick  &  Erickson,  1993;  Thomas  &  Penchansky,  1984). 

Access  to  care  is  a  concept  that  has  not  been  precisely  or  consistently 
defined  in  the  literature.  "Access  has  been  more  of  a  political  than  an  operational 
idea"  (Aday  &  Anderson,  1975,  p.  1-2)  and  how  it  has  been  defined  politically  has 
influenced  how  access  has  been  studied  and  the  policy  initiatives  put  forward  to 
address  it.  Some  have  defined  access  in  terms  of  characteristics  of  the  population, 
thus  programs  to  change  habits,  lifestyles,  and  resources  of  those  with  limited 
access  have  followed  (COMMIT  Research  Group,  1991;  Davis,  1991).  Others 
have  defined  access  by  characteristics  of  the  care  system  thought  to  influence 
access,  thus  changes  in  delivery  of  services  have  resulted  (Cheh  &  Phillips,  1993; 
DeFriese  &  Ricketts,  1989;  Stevens,  1992).  Others  have  equated  access  with 
utilization  of  the  health  care  system  and  programs  that  attempt  to  increase 
appropriate  utilization  have  resulted  (Hulka  &  Wheat,  1985;  Millman,  1993).  Still 
others  have  used  definitions  combining  these  perspectives  (Aday  &  Andersen, 


1974;  Aday,  et  al,  1993;  Andersen,  1968;  Penchansky  &  Thomas,  1981;  Thomas  & 
Penchansky,  1984). 

In  1974,  Andersen  and  Aday  presented  a  model  for  the  study  of  access  to 
health  services  which  has  subsequently  been  used  by  many  investigators  (Aday, 
1993;  Aday  &  Andersen,  1975;  Andersen,  1968;  McConnel  &  Zetzman,  1993). 
The  model  included  process  indicators  of  access  (characteristics  of  the  health 
delivery  system  and  characteristics  of  the  population  at  risk)  and  outcome 
indicators  of  access  (utilization  of  health  services  and  consumer  satisfaction).  In 
this  model,  characteristics  of  the  delivery  system  referred  to  the  arrangements  for 
potential  delivery  of  care  and  included  resources  (human,  materials,  physical 
plant)  and  organizational  factors  (entry,  structure,  process  of  care). 
Characteristics  of  the  population  at  risk  consisted  of  a  predisposing  component 
(factors  that  affect  propensity  to  use  services  such  as  age,  sex,  beliefs),  an  enabling 
component  (resources  one  has  available  to  use  services),  and  a  need  component 
(health  status  or  illness)  (Aday,  1993;  Aday  &  Andersen,  1975).  More  recently 
the  process  indicators  in  the  model  were  called  the  potential  access  dimension  and 
the  outcome  indicators  were  called  the  actual  access  dimension  (Aday,  et  al., 
1993). 

In  research  on  the  relationship  between  access  and  utilization,  Penchansky 
and  Thomas  defined  access  as  the  fit  between  clients  and  health  system 
(Penchansky  &  Thomas,  1981;  Thomas  &  Penchanslq^,  1984).  An  adequate 
degree  of  fit  was  measured  by  objective  utilization  and  subjective  satisfaction. 
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Five  dimensions  of  access  were  studied:  1.  Availability  -  adequacy  of  supply  of 
providers/services  relative  to  client's  needs;  2.  Accessibility  -  location  of  services 
relative  to  location  of  clients;  3.  Accommodation  -  organization  of  services  to 
accept  clients  and  client's  views  of  their  appropriateness;  4.  Affordability  -  costs  of 
services  and  client's  views  of  relative  worth;  and  5.  Acceptability  -  client's  attitudes 
about  personal  and  practice  characteristics  of  providers  and  services  as  well  as 
provider  attitudes  about  clients.  Discriminant  validity  of  the  dimensions  was 
supported  and  subsets  of  clients  were  found  to  differ  significantly  in  utilization 
based  on  how  satisfied  they  were  with  dimensions  of  access  that  were  salient  for 
them. 

Most  research  on  access  factors  that  account  for  variation  in  utilization  of 
health  care  have  studied  use  of  primary  care.  "Both  patients  and  physicians 
influence.. .utilization,  but  at  different  points  in  the  health  care  continuum  and  for 
different  types  of  services"  (Hulka  &  Wheat,  1985,  p.455).  Patients  initiate  first 
contact  care  (primary  and  emergency  care)  while  providers  primarily  affect 
utilization  of  inpatient  hospital  services. 

Studies  reveal  that  some  characteristics  of  the  population  and  care  system 
are  associated  with  utiUzation  of  health  services.  Need  (illness  factors)  is 
consistently  the  primary  determinant  of  utilization  of  health  care  whether 
measured  by  self-reported  health  status  or  professionally  evaluated  need  (Aday, 
1993;  Hulka  &  Wheat,  1985).  This  relationship  between  need  and  use  has  not 
been  demonstrated  for  preventive  health  care.  Other  factors  found  to  be  related 


to  utilization  of  health  services  are  ability  to  pay,  having  a  regular  source  of 
primary  care,  age,  gender,  race,  ethnicity,  and  number  of  physicians  available 
(Aday,  1993;  Andersen,  Aday  &  Lyttle,  1987;  Hulka  &  Wheat,  1985;  Muller,1986; 
Thomas  &  Penchansky,  1984).  When  ability  to  pay  and  need  are  controlled,  the 
effect  of  race  and  ethnicity  tends  to  decrease;  when  need  is  controlled,  the  effect 
of  age  decreases  (Hulka  &  Wheat,  1985). 

Patient  satisfaction  has  been  used  both  as  an  outcome  indicator  of  access  to 
and  quality  of  care  (Aday,  1993;  Aday,  et  al.,  1993;  Cleary  &  McNeil,  1988; 
Jennings,  1991;  Lohr,  1988;  Ludwig-Beymer,  Ryan,  Johnson,  et  al.,  1993; 
Penchansky  &  Thomas,  1981;  and  as  a  predictor  of  future  utilization  (Abramowitz, 
Cote  &  Berry,  1987;  Hulka  &  Wheat,  1985;  Thomas  &  Penchansky,  1984).  As 
with  utilization,  much  of  the  satisfaction  literature  concerns  itself  with  ambulatory 
rather  than  inpatient  care.  While  inconsistencies  in  this  literature  make  drawing 
conclusions  difficult,  in  general,  patients  tend  to  be  satisfied  with  care,  believe  they 
can  discern  high-quality  care  from  low-quality,  and  are  more  satisfied  when 
characteristics  of  providers/systems  that  result  in  more  personal  care  are  perceived 
(Abramowitz,  Cote  &  Berry,  1987;  Boscarino,  1992;  Cleaiy  &  McNeil,  1988; 
Ludwig-Beymer,  Ryan,  Johnson,  et  al.,  1993;  Price,  1993;  Ware  &  Berwick,  1990). 
When  satisfaction  measures  have  detected  fine  differences  among  patients  at  the 
positive  end  of  the  satisfaction  continuum,  differences  in  patient  utilization 
behaviors  have  been  predicted  (Ware  &  Davies,  1983;  Ware,  Snyder,  Wright  & 
Davies,  1983).  Other  factors  correlated  with  satisfaction  with  primary  care  were 


age,  gender,  accessibility,  availability,  and  having  a  regular  source  of  care  (Cleary 
&  McNeil,  1988;  Thomas  &  Penchansky,  1984;  Weiss  &  Ramsey,  1989).  In 
studies  of  satisfaction  with  hospital  care,  sociodemographic  factors  had  little  effect 
on  satisfaction  except  that  uninsured,  younger  patients,  and  those  experiencing 
pain  tended  to  be  less  satisfied  (Hart,  et  al.,  1989;  Ware  &  Berwick,  1990). 
Satisfaction  with  nursing  care  has  been  found  to  be  associated  with  overall  positive 
assessment  of  the  hospital  stay  (Abramowitz,  Cote  &  Berry,  1987;  Ware  & 
Berwick,  1990),  and  nonrural,  larger,  tertiary  care  hospitals  are  evaluated  by  the 
public  as  having  higher  overall  quality  (Boscarino,  1992). 

Many  analytic  models  have  been  developed  to  explain  help-seeking 
behavior  or  the  range  of  activities  that  individuals  take  to  promote  or  restore 
health  (Aday,  1993;  Aday  &  Andersen,  1974;  Chrisman,  1977;  Janz  &  Becker, 
1984;  Mechanic,  1978).  Relevant  to  the  current  discussion  is  the  fact  that,  based 
on  the  models,  utilization  and  subsequent  satisfaction  (or  lack  of)  are  not 
automatic  responses  to  health  or  illness  needs.  Individuals  are  influenced  by 
multiple  access  factors  such  as  perceived  health  status,  ability  to  pay,  and 
perceptions  about  the  acceptability  of  services  available  as  they  choose  whether  or 
not  to  use  health  care  services. 

Summary  of  the  Background  For  This  Study 


In  summary,  the  literature  on  access  to  care  provided  a  conceptual 


foundation  for  the  study  of  potential  access  (characteristics  of  the  care  system  and 
the  population)  and  actual  access  (utilization  and  satisfaction)  in  Montana's 
frontier  communities  with  MAFs.  This  research  studied  rural  residents'  views  of 
the  characteristics  of  the  care  system  and  residents'  self-reported  descriptions  of 
their  household  members  (characteristics  of  the  population)  and  then  examined 
how  these  potential  access  factors  were  related  to  or  predicted  the  actual  access 
factors  (utilization  and  satisfaction).  The  literature  supported  the  hypothesized 
relationships  between  several  potential  access  factors,  e.g.  age,  use  of  the  local 
provider,  community  affiliation,  and  the  actual  access  factors. 

The  few  studies  of  the  MAF  model  leave  several  important  questions 
unanswered.  How  do  a  population-based  sample  of  residents  in  MAF  service 
areas  view  the  access  to  care  afforded  by  the  MAF?  Are  there  some  residents' 
views  or  characteristics  of  the  residents  that  predict  utilization  and  satisfaction 
with  care;  and  if  so,  what  are  they?  How  are  residents'  perspectives  on  the  MAF 
model  related  to  the  characteristics  of  the  residents?  This  study  addressed  these 
questions.  It  is  essential  that  residents'  perspectives  on  access  to  care  be 
considered  in  determining  whether  the  MAF  model  has  potential  as  a  prototype 
for  acute  care  delivery  in  other  frontier  areas  in  the  U.S.,  or  whether  changes  are 
needed  before  being  exported  to  other  rural  areas.  This  may  be  a  particularly 
timely  scientific  concern  as  restructuring  of  the  nation's  health  care  system  and 
reducing  government  funding  for  health  care  are  being  considered. 


Chapter  3 
The  Study  Methodology 


This  chapter  describes  the  design,  study  variables,  instruments,  sample 
selection,  data  collection,  and  data  analysis  procedures  used  in  this  study  to 
examine  community  residents'  views  on  access  to  care  in  rejation  to  the  MAF 
model  of  care.  Justification  for  the  selection  of  the  procedures  and  information 
on  their  use  is  provided  as  well  as  a  discussion  of  the  limitations  regarding  the 
methods. 

Research  Design 

A  descriptive  survey  design  was  employed  to  examine  access  to  care  from 
the  perspectives  of  the  MAF  community  residents.  Due  to  the  limited  prior 
research  on  access  to  care  in  communities  with  MAFs,  a  descriptive  level  of 
inquiry  with  descriptive  hypotheses  based  upon  related  work  was  selected  (Polit  & 
Hungler,  1991).  A  survey  design  was  chosen  to  gather  cross-sectional  data  from  a 
defined  population.  This  design  allows  for  description  of  selected  variables  and 
their  interrelationships  within  that  population  (Woods  &  Catanzaro,  1988). 

Methodological  triangulation  was  incorporated  into  the  survey  methodology 
in  this  study.  Triangulation  is  a  technique  for  approaching  a  phenomenon  of 
interest  from  multiple  directions  and  can  enhance  the  validity  and  reliability  of  the 
research  findings  since  the  biases  from  a  single  approach  may  be  overcome  when 
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the  methods  complement  one  another  (Mitchell,  E.,  1986;  Polit  &  Hungler,  1991). 

Denzin  (1970)  identified  three  types  of  triangulation:  1.  investigator  or  the 
use  of  multiple  researchers  collecting  and  analyzing  the  same  data,  2.  theoretical  or 
the  use  of  multiple  theoretical  perspectives  to  interpret  a  single  set  of  data  and  3. 
methodological.  Methodological  triangulation  is  further  divided  into  data  or  the 
use  of  multiple  data  sources  in  the  same  study,  within-method  or  the  use  of  more 
than  one  measure  of  a  given  construct,  and  between-method  or  the  use  of  multiple 
methods  to  address  the  same  research  problem  (Denzin,  1970;  Mitchell,  P.,  1991). 
This  study  used  the  three  types  of  methodological  triangulation.  For  example, 
"acceptability"  of  the  MAF  model  of  care  was  measured  by  multiple  quantitative 
survey  questions  as  well  as  questions  on  the  qualitative  telephone  surveys. 
Muhiple  respondents  from  six  MAF  sites  were  included  to  permit  discovery  of 
views  on  access  to  care  in  MAF  communities  overall  as  well  as  in  individual  MAF 
communities.  While  the  specific  aims  and  hypotheses  in  this  study  could  have 
been  addressed  solely  by  the  use  of  quantitative  survey  methods,  incorporating 
more  qualitative  open-ended  questions  on  the  mailed  survey  instrument  and 
qualitative  telephone  interviews  facilitated  collection  of  more  detailed  data  that 
added  depth  to  and  verified  the  quantitative  information. 

Three  types  of  survey  methods,  described  in  greater  detail  in  subsequent 
sections,  were  used  to  address  the  specific  aims  and  hypotheses.  1.  Mail  surveys 
of  MAF  key  informants  were  sent  to  six  MAF  sites  to  collect  facility  and 
community  demographic  information  from  "expert"  informants  in  each 


44 

community/MAF.  2.  Mail  surveys  of  households  were  conducted  in  six  MAF 
service  areas.  Respondents  were  asked  to  answer  questions  for  their  entire 
household.  3.  A  subset  of  respondents  to  the  household  survey  were  interviewed 
by  telephone  using  semi-structured  and  open-ended  qualitative  interview  methods. 
The  primary  unit  of  analysis  in  this  study  was  the  household;  the  key  informant 
data  were  used  for  descriptive  purposes  and  to  provide  an  interpretive  context  to 
the  household  data. 

Study  Variables 

The  key  variables  related  to  access  to  care  in  this  study,  the  indicators  of 
these  variables,  and  the  data  sources  are  summarized  in  Table  2  (Page  45). 
Potential  access  to  care  was  comprised  of  characteristics  of  the  care  system  and 
characteristics  of  the  population.  Characteristics  of  the  care  system  included  the 
variables  of  availability,  accessibility,  accommodation,  affordability,  and 
acceptability.  Characteristics  of  the  population  included  predisposing,  enabling, 
and  need  factors.  Actual  access  to  care  was  comprised  of  utilization  and 
satisfaction  with  care.  The  indicators  listed  on  Table  1  are  content  areas  of  the 
survey  questions  that  measured  the  variables  and  are  derived  from  the  literature. 
The  data  sources  reflect  whether  the  data  were  gathered  in  the  Community 
Health  Care  Survey  (mailed  survey),  the  telephone  interview,  and/or  MAF  key 
informant  surveys. 
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Table  2.  Summary  of  Key  Concepts,  Indicators,  and  Data  Sources 

Potential  Access- 
Characteristics  of 
the  care  System 

Indicators 

Data  Sources 

Availability 

number/types  of  providers,  services 
knowledge  of  services  available 

CHCS,^  TI,2 
MKI^ 

Accessibility 

distance  from  MAF,  other  care 

CHCS,  TI 

/\CCUIIIIIIUuallUIl 

cunvcnicncc  idciura 

ability  to  get  health  ques.  answered 

C\AC^  TT 
v^nv_o,  1 1 

Affordability 

price  and  billing  services 

CHCS 

Acceptability 

acceptable  source  of  care 
perception  of  quality,  competence 
perception  of  "ait"  of  care 
appearance  of  facilities 

CHCS,  TI 

Potential  Access- 
Characteristics  of 
the  Population 

Predisposing 
ruciurs 

age,  sex,  race,  education 
response  to  health  problems 
value  of  local  health  care 
community  affiliation 

CHCS,,TI 

Enabling  Factors 

income,  insurance,  transportation 
regular  source  of  primary  care 
length  of  time  in  community 

CHCS.  TI 

Need  Factors 

perceived  health  status 

CHCS,  TI 

Actual  Access- 
Utilization 

Use 

use  of  MAF,  provider(s) 

CHCS,  TI,  MKI 

Willing  to  Use 

willing  to  use  MAF,  provider(s) 

CHCS,  TI 

Actual  Access- 
Satisfaction 

Satisfaction 

1     -         _  = 

Satisfaction  with  MAF,  provider(s) 

CHCS,  TI 

'CHCS=  Community  Health  Care  Survey  (mailed  instrument) 
2ji  =  Telephone  Interview  ^MKI  =  MAF  Key  Informant  Survey 
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Instruments 

MAF  Key  Informant  Survey  • 

The  MAF  key  informant  (administrators,  nurse  administrators,  and  primary 
providers)  survey  instrument  was  designed  to  collect  descriptive  and  demographic 
data  about  the  MAF  and  the  community.  It  was  adapted  to  tap  the  specific 
knowledge  of  the  three  types  of  key  informants.  The  instrument  included 
questions  on  the  volume  and  types  of  services  provided,  available  services 
(whether  used  or  not),  clinical  abilities,  and  resources  available.  The  framing  of 
questions  and  response  categories  in  the  key  informant  surveys  were  identical  for 
all  six  communities  except  for  town  names  and  the  county  map  used  on 
administrators  surveys.  Copies  of  the  instruments  from  one  community  are 
included  in  Appendix  A. 
Community  Health  Care  Survey 

The  Community  Health  Care  Survey  was  the  mail  survey  of  households  in 
each  community.  It  was  designed  to  yield  self-reported  information  on  household 
demographics,  utilization  of  health  care  services  by  all  household  members,  and 
respondents'  ratings  of  and  satisfaction  with  local  health  care.  The  instructions 
requested  that  the  survey  be  completed  by  the  person  in  the  household  most 
knowledgeable  about  the  health  needs  of  household  residents.  The  instrument 
was  an  adaptation  of  a  tool  used  to  survey  residents  of  many  rural  communities  in 
the  northwest  regarding  the  local  rural  full-service  hospital  (Hart,  et  al.,  1989). 
Adaptation  of  the  instrument  was  required  for  surveying  residents  about  the  MAF 
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model  and  to  incorporate  additional  variables  of  interest  such  as  perceived  health 
status,  acceptability  of  the  model  of  care,  and  affiliation  with  the  local  community. 
A  new  graphic  was  created  for  the  front  page  (a  "rural"  rather  than  a  health  care 
graphic)  and  more  space  for  comments  was  added  to  encourage  respondents  to 
express  views  not  addressed  on  the  instrument. 

The  same  Community  Health  Care  Survey  instrument  was  used  to  survey 
households  in  each  of  the  MAF  communities,  except  for  references  to  local  and 
surrounding  towns.  On  the  survey  questions  requesting  information  about  use  of 
health  care  in  surrounding  towns,  map-mileage  was  used  to  select  surrounding 
town/cities  with  full  service  hospitals.  The  first  surrounding  town  listed  was  the 
one  closest  to  the  MAF  town,  the  second  was  the  next  closest,  and  so  on.  With 
few  exceptions  the  size  of  the  town/city  also  increased  with  increasing  distance 
from  the  MAF  community.  A  copy  of  the  Community  Health  Care  Survey  from 
one  community  is  included  (Appendix  A),  as  well  as  permission  for  use  of  the 
original  instrument  that  was  revised  (Appendix  C). 
Telephone  Instruments 

The  aim  of  the  telephone  interviews  was  to  obtain  more  detailed 
information  than  could  be  collected  in  the  mail  survey.  The  instrument  consisted 
of  a  set  of  semi-structured  questions  with  follow-up  probes  developed  to  yield 
more  detailed  responses.  Questions  addressed  household  health  care  seeking 
behaviors,  reasons  for  use/nonuse,  past  use/nonuse  of  the  hospital  before  MAF 
conversion,  satisfaction  with  care,  and  perceptions  on  factors  that  facilitate  or 
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inhibit  use  of  the  MAF.  Two  versions  of  this  instrument  were  produced,  one  for 
respondents  who  used  and/or  were  willing  to  use  the  MAF  model  of  care  and  the 
other  for  those  who  did  not  use  or  were  not  willing  to  use  the  MAP  model.  The 
questions  on  the  two  versions  are  very  similar  and  complimentary.  For  example, 
those  who  had  reported  use  of  local  services  in  the  household  mail  survey  were 
asked  why  they  used  the  local  services;  those  who  had  reported  no  use  were  asked 
why  they  did  not  use  them.  A  copy  of  both  versions  of  the  instrument  is  included 
(Appendix  A).  The  format,  introduction,  and  several  interview  questions  in  the 
instrument  were  adapted  from  a  tool  for  telephone  interviews  used  to  study  rural 
residents  views  of  hospital  closure  (Reinert,  1991).  Permission  for  use  is  included 
(Appendix  C). 
Content  Validation 

All  survey  instruments  were  adapted/developed  by  the  researcher  and 
reviewed  by  a  panel  of  experts  in  rural  health  care  and  survey  methodology  for 
content  validity  and  clarity  prior  to  use.  Since  the  Community  Health  Care  Survey 
was  very  similar  to  the  instrument  used  extensively  in  rural  communities  in  the 
northwest,  the  survey  used  for  this  study  was  not  piloted  prior  to  use.  In  addition 
to  the  review  by  academic  experts,  the  Community  Health  Care  Survey  was  also 
reviewed  by  the  MAF  key  informants  and  their  suggestions  were  incorporated  as 
possible  prior  to  finalizing. 

Pilot  testing  of  the  household  telephone  survey  was  conducted  in  two 
separate  households  in  one  MAF  community  prior  to  finalizing  the  instrument  and 
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conducting  the  actual  interviews.  One  pilot  was  with  a  resident  who  reported  that 
household  members  used  and/or  were  willing  to  use  local  services  in  the  mail 
survey  and  the  other  was  with  a  resident  who  reported  that  household  members 
had  not  used  and/or  were  not  willing  to  use  local  services  in  the  mail  survey. 
Minor  revisions  were  made  based  on  the  piloting. 

Methods  and  Sample 

Preparatory  Activities 

The  implementation  of  this  study  depended  in  large  measure  on  the 
cooperation  of  stakeholders  in  the  MAF  demonstration.  Since  the  researcher  was 
an  "outsider"  to  the  isolated  communities  where  the  MAFs  were  located  and  was 
not  physically  present  in  the  communities  prior  to  the  surveys,  gaining  local 
participation  depended  upon  cooperation  from  key  individuals  in  the  MAF 
communities  as  well  as  state-level  personnel  in  Helena,  Montana.  The  efforts 
expended  in  preparation  were  intended  not  just  to  gain  the  assistance  of  the 
stakeholders  but  also  to  encourage  them  to  feel  some  ownership  in  the  study.  The 
preparatory  activities  conducted  were  essential  for  the  successful  implementation 
of  this  study  and  as  such,  were  a  part  of  the  methodology. 

The  Montana  Hospital  Research  and  Education  Foundation  (MHREF),  a 
group  affiliated  with  the  Montana  Hospital  Association  was  instrumental  in 
developing  the  MAF  model,  gaining  enactment  of  the  MAF  legislation  in  the 
Montana  legislature,  and  submitting  the  proposal  to  HCFA  for  the  demonstration. 
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As  part  of  the  HCFA  demonstration  project,  MHREF  provides  support  services 
and  consultation  to  the  MAFs  and  to  hospitals/communities  contemplating  MAP 
conversion.  The  investigator  contacted  the  Director  of  the  MAP  Demonstration 
Project  with  MHREP  by  phone  early  in  the  planning  of  the  study,  met  with  him  in 
person  nearly  a  year  prior  to  beginning  data  collection,  and^ regularly  sought  his 
input.  He  was  forthcoming,  facilitated  introduction  to  the  MAP  administrators, 
and  kept  the  investigator  well  informed  regarding  developments  in  the  MAP 
program. 

Assistance  from  individuals  in  the  MAP  communities  was  necessary  for 
completion  of  the  MAP  key  informant  surveys  and  to  facilitate  the  community 
household  surveys.  An  introductory  letter  describing  the  study  in  some  detail 
accompanied  key  informant  surveys  (Appendix  B).  Key  informants  were  also 
asked  for  input  on  the  Community  Health  Care  Survey  instrument  for  households. 
To  the  extent  possible,  their  suggestions  were  incorporated  into  the  final 
community  instrument.  Several  months  prior  to  the  community  survey,  the 
investigator  met  with  MAP  administrators  in  Helena,  Montana  to  introduce  the 
study  in  more  detail  and  respond  to  their  questions.  Also  prior  to  the  community 
survey,  regular  contact  was  maintained  by  phone  and  mail  to  obtain  their  input, 
provide  additional  information,  and  obtain  information  regarding  the  sampling 
frames.  Informational  letters  were  sent  via  MAP  administrators  to  members  of 
MAP  Boards  of  Directors  so  that  they  would  be  informed  of  the  upcoming  survey. 
The  researcher  also  communicated  her  plans  to  visit  the  MAFs  following  the 
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community  surveys  to  disseminate  early  results,  obtain  their  input  before  final 
interpretation,  and  gain  additional  local  insights.  Prior  research  has  demonstrated 
that  rural  health  care  leaders  are  willing  to  participate  in  research  projects  that 
may  lead  to  improved  understanding  of  issues  relevant  to  their  care  system  and 
community  (Hart,  et  al.,  1989;  Amundson  &  Rosenblatt,  1991). 
MAF  Key  Informant  Data  Collection  Methods 

Key  informants  consisted  of  MAF  administrators,  directors  of  nursing,  and 
primary  care  providers.  Sampling  was  not  used  since  the  total  population  was 
surveyed.  Names  and  addresses  of  MAF  key  informants  were  obtained  from  the 
Director  of  the  MAF  demonstration  project  or  by  calling  the  facilities  and  asking 
the  telephone  receptionists  for  the  information.  The  key  informants  were 
surveyed  by  mail  regarding  MAF,  community,  and  primary  care  practice 
demographics  as  discussed  above.  Follow-up  phone  calls,  second,  and  third 
mailings  to  nonrespondents  were  implemented  as  necessary.  Hand-written  thank 
you  notes  were  sent  to  all  MAF  key  informants  who  responded. 
Community  Data  Collection  Methods 

Obtaining  community  perspectives  involved  a  household  mail  survey  and  a 
telephone  survey  of  residents  living  in  the  relevant  service  areas.  The  sampling 
process  is  summarized  in  Table  3  on  page  52  and  described  in  further  detail 
below.  In  the  mail  survey,  a  paper  and  pencil  survey  packet  was  sent  to  a  sample 
of  households  in  the  six  service  areas.  In  the  telephone  survey,  a  sample  of 
respondents  to  the  mailed  survey  who  agreed  to  a  telephone  interview  were 
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contacted  by  telephone  for  a  semi-structured  interview. 


Table  3.  Summaiy  of  Community  Sampling  Procedures 

Random  sample  of  100  households  from  each  MAF  service 
area  for  Community  Health  Care  Survey  (mailed  survey) 

Total  N=  600 

A  63.5%  response  rate  (useable  surveys  only) 

Total  N=  381 

All  respondents  stratified  on  use/nonuse  of  MAF. 
Two  households  randomly  selected  from  each  strata  in 
each  MAF  service  area  for  telephone  interview. 
(Qualitative  Component) 

Total  N=  24 
(4  per 
community) 

Sampling  Frame  and  Sample  Selection. 

The  sampling  frame  for  the  household  mail  survey  consisted  of  households 
in  the  MAF  service  areas  with:  1.  listings  in  the  most  recent  local  telephone 
directories  and  2.  with  mailable  postal  addresses.  Local  telephone  directories 
were  used  to  identify  eligible  households.  In  rural  areas  such  as  these,  the 
information  available  in  telephone  books  is  usually  sufficient  to  determine  a 
mailable  postal  address.  Often  a  last  and  first  name/initial,  along  with  town  name 
and  town  zip-code  is  enough  to  assume  postal  delivery.  Telephone  directories 
were  thus  used  as  the  sole  source  of  postal  address  information  for  the  household 
mail  survey.  Any  household  for  which  mailings  were  not  returned  by  the  post 
office  stamped  "undeliverable"  were  considered  mailable  and  retained  in  the 
sample.  When  an  household  address  turned  out  not  to  be  mailable,  that 
household  was  deleted  from  the  sample  and  replaced  by  another  household. 

To  determine  the  geographic  boundaries  of  each  MAF  service  area,  MAF 
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administrators  were  asked  to  identify  on  a  county  map  the  portion  of  the  county 
and/or  adjacent  counties  the  MAF  was  intended  to  serve  (Goody,  1993).  The 
most  recent  telephone  directory  for  each  MAF  service  area  was  obtained  with  the 
assistance  of  the  MAF  administrator  or  directly  from  the  telephone  company. 
After  reviewing  the  indicated  service  area  maps  on  administrator's  key  informant 
surveys,  a  published  county  map,  and  the  phone  directories,  MAF  administrators 
were  consulted  by  phone  about  which  specific  telephone  exchanges  to  include  in 
their  sampling  frames.  If  a  telephone  exchange  to  be  included  also  covered  towns 
not  to  be  included,  telephone  listings  for  households  in  the  excluded  towns  were 
deleted  from  the  sampling  frame. 

Each  MAF's  sampling  frame  was  further  refined  as  follows:  1.  all  apparent 
businesses  were  deleted,  2.  all  apparent  multiple  phone  listings  for  the  same 
household  were  deleted,  3.  if  a  non-assigned  household  unit  such  as  "bunkhouse," 
"hired  hands  house,"  "summer  ranch",  etc.  was  listed  under  a  family's  name  with  its 
own  phone  listing,  just  the  family's  household  was  included,  4.  if  families  appeared 
to  have  multiple  households  on  the  same  ranch  or  same  vicinity,  e.g.  same  last 
names  and  phone  numbers  one  digit  different  from  one  another,  these  were  all 
treated  as  separate  households  and  retained,  and  5.  all  MAF  key  informants 
households  were  included  except  the  primary  care  provider(s).  The  rationale  for 
exclusion  of  primary  providers'  households  was  based  on  the  fact  that  most 
providers  had  not  yet  responded  to  the  MAF  key  informant  surveys  by  the  time 
the  household  survey  was  to  be  mailed  and  were  therefore  receiving  follow-up 
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surveys  and  phone  calls  related  to  it.  Receiving  another  survey  from  the  same 
study  along  with  the  planned  follow-up  activities  may  have  been  construed  as 
bothersome. 

A  simple  random  sample  of  100  households  in  each  MAF  service  area 
represented  in  the  above  prepared  lists  were  included  in  the  mail  survey  and  were 
obtained  by  the  following  procedures.  The  households  on  the  list  were  hand- 
numbered  within  each  MAF  community.  The  number  of  eligible  households  in 
each  service  area  ranged  from  428  to  801  with  a  mean  of  584.  The  random 
samples  of  100  represented  an  average  of  17.8%  of  all  eligible  households  in  the 
service  areas  with  a  range  of  23.4%  in  the  least  populated  MAF  service  area  to 
12.5%  in  the  most  populated  service  area.  Using  the  Statistical  Package  for  the 
Social  Sciences  6.0  for  Windows  (SPSS)  random  sample  transform-compute 
procedure,  a  random  sample  of  125  household  numbers  was  drawn  from  the  list  of 
eligible  households  for  each  MAF  service  area.  One  hundred  and  twenty  five 
were  drawn  (rather  than  100)  to  accommodate  replacements.  For  example,  for 
the  smallest  community,  125  household  numbers  were  randomly  chosen  from  the 
list  of  428  households;  for  the  largest  community,  125  household  numbers  were 
randomly  chosen  from  the  list  of  801  households. 

After  the  surveys  were  mailed,  if  a  survey  was  returned  by  the  post  office 
marked  "undeliverable"  or  "addressee  unknown,"  or  with  a  forwarding  address  in  a 
town  out  of  the  service  area,  that  household  was  dropped  from  the  sample  and 
replaced  with  the  next  household  on  the  randomly  selected  list  of  125,  By  the  end 


55 

of  the  study  period,  95  households  (15.8%)  were  replaced  for  having  non-mailable 
addresses  (all  six  communities  combined).  A  total  of  85  of  the  first  600 
households  were  replaced  and  10  replacement  households  were  replaced. 

A  total  of  381  completed  surveys  (63.5%  response  rate)  were  returned. 
This  sample  size  provides  86%  power  to  detect  differences  in  proportions  between 
groups  of  20  percentage  points  or  greater  (Chi-Square  with  continuity  correction, 
two-tailed  P<.005,  which  incorporates  a  Bonferroni  correction  for  10  apriori  tests 
of  significance).  Within  individual  communities  (N= 55-69),  the  sample  sizes 
provide  82%  power  to  detect  differences  in  proportions  of  46  percentage  points  or 
greater  for  the  community  with  69  completed  surveys  and  proportions  of  52 
percentage  points  for  the  community  with  55  completed  surveys  (Chi-Square  with 
continuity  correction,  two-tailed  P<.005,  which  incorporates  a  Bonferroni 
correction  for  10  apriori  tests  of  significance).  The  assumptions  underlying  the 
power  calculations  were  based  on  a  Chi-square  distribution  with  continuity 
correction  for  a  2x2  table  with  subjects  distributed  evenly  on  the  grouping  variable 
of  interest  (Cohen,  1987).  The  margins  of  error  (95%  CI.)  for  estimating 
population  proportions  from  the  full  sample  (N=381)  for  dichotomous  variables 
range  from  +/-  4%  to  +/-  5%  for  near  20%  and  50%  respectively.    The  margin 
of  error  (95%  C.I.)  for  estimating  proportions  from  the  individual  community 
(N=55)  for  dichotomous  variables  range  from  -I-/-  10.6%  to       13%  for  near 
20%  and  50%  respectively.  The  margin  of  error  (95%  C.I.)  for  estimating 
proportions  from  the  individual  community  (N=69)  for  dichotomous  variables 
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range  from  +/-  9%  to  +/-  11.8%  for  near  20%  and  50%  respectively. 

Those  surveyed  by  mail  were  asked  about  willingness  to  be  contacted  for  a 
brief  telephone  interview.  All  those  who  agreed  to  be  interviewed  were  stratified 
on  "use/willing  to  use  local  health  care  services"  or  "do  not  use/not  willing."  Two 
households  were  randomly  selected  from  each  strata  in  each  MAF  service  area 
(total  of  24  interviews,  4  per  MAF  service  area).  Resource  constraints  limited  the 
number  of  interviews  to  four  per  community. 

Community  Health  Care  Survey  Implementation. 

Prior  to  the  mailing  of  the  Community  Health  Care  Surveys  preparatory 
activities  were  conducted  to  promote  visibility  of  the  study  in  the  local 
communities  and  encourage  return  of  the  survey.  MAF  key  informants  and 
Boards  of  Directors  were  well  informed  of  the  study  prior  to  the  survey  mailing,  as 
discussed  previously.  If  community  residents  asked  them  about  the  study  they 
were  able  to  respond  and/or  knew  how  to  refer  questions  to  the  investigator. 
Informative  articles  about  the  study  were  sent  to  the  editors  of  all  local 
newspapers  in  the  MAF  communities  three  weeks  prior  to  the  mailing  of  surveys 
with  a  cover  letter  requesting  that  they  consider  printing  the  article  (letter  and 
article  for  one  community  in  Appendix  D).  Phone  calls  to  newspaper  editors  were 
made  several  days  prior  to  the  survey  mailing  to  further  encourage  publication  of 
the  article.  The  editors  indicated  that  the  article  had  already  been  published. 
Multiple  copies  of  a  poster  briefly  describing  the  study  were  sent  to  MAF 
administrators  with  a  letter  requesting  that  they  have  them  posted  in  public  places 
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such  as  the  local  grocery,  post  office,  and  the  like  (poster  from  one  community 
included  in  Appendix  D).  All  survey  mailings  provided  a  toll-free  800  number  for 
community  residents,  MAF  key  informants,  or  others  to  contact  the  investigator 
with  any  questions  they  might  have. 

Since  the  residents  in  the  MAF  communities  regularly  received  their  mail 
via  a  post  office  box  and  the  telephone  directories  used  for  the  sampling  frames 
did  not  include  post  office  box  numbers,  phone  calls  were  made  to  each  local  post 
mistress/master  to  assess  the  likelihood  that  residents  would  receive  surveys  if 
name,  town,  state,  and  zip-code  only  were  placed  on  the  mailing  labels.  All 
indicated  that  they  would  do  their  best  to  assure  delivery  to  the  correct  box.  Most 
indicated  that  they  knew  everyone  in  town  and  gave  suggestions  to  facilitate  the 
process,  e.g.  include  all  residents'  initials  since  multiple  residents  have  the  same 
last  name,  if  a  "nick-name"  is  given  in  the  phone  listing  include  it,  no  need  to 
worry  about  residents  who  have  both  town  and  ranch  listings  since  they  know 
where  they  are  at  any  given  time.  Some  indicated  appreciation  regarding  the 
advanced  notice  of  the  mailing  and  said  they  would  make  a  special  effort  to  see 
that  the  surveys  were  delivered  to  the  correct  boxes. 

Cover  letters  accompanying  the  community  surveys  explained  the  purpose 
of  the  study,  its  relevance  to  rural  residents,  and  informed  consent  (Appendix  B). 
Cover  letters  were  hand-signed  by  the  investigator  for  a  more  personal 
appearance  than  a  copied  signature.  A  reminder  card  was  sent  to  nonrespondents 
about  14  days  after  the  first  mailing  (Appendix  B).  A  letter  (Appendix  B)  and 
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second  survey  was  sent  to  households  not  responding  about  14  days  after  the 
reminder  card.  Phone  calls  were  made  to  nonrespondents  about  14  days  following 
the  second  survey  mailing  to  encourage  returns  (Dillman,  1978).  Third  surveys 
were  sent  to  residents  if  requested  during  the  phone  call.  A  65%  overall  response 
rate  (useable  surveys  and  blanks/mostly  blank)  had  been  achieved  by  the  sixteenth 
week  of  the  mail  survey  period.  Since  this  response  rate  was  considered 
satisfactory,  the  decision  was  made  to  stop  follow-up  efforts.  All  surveys  received 
prior  to  the  final  data  analysis,  however,  were  included  in  the  data  set. 
Telephone  Interview  Implementation. 

Letters  were  sent  in  advance  to  alert  the  potential  phone  interview 
households  (Appendix  B).  The  letter  was  addressed  to  the  respondent  on  the 
mail  Community  Health  Care  Survey  rather  than  to  the  household  e.g.  Mrs.  rather 
than  Mr.  &  Mrs.  since  the  respondent  was  presumably  the  person  most  informed 
of  household  members  health  needs  and  agreed  to  be  telephoned.  Most  survey 
questions,  however,  referred  to  the  household.  Semi-structured  interviews  were 
conducted  by  telephone.  Notes  were  taken  during  the  interview  and  then  the 
interview  was  transcribed  in  detail  immediately  following  the  phone  call.  All  but 
one  of  the  selected  interview  participants  agreed  to  and  were  interviewed.  The 
selected  household  respondent  who  was  not  interviewed  was  replaced  by  a  similar 
household  respondent  who  was  subsequently  interviewed.  One  third  of  telephone 
interviews  (8  of  24)  actually  were  household  interviews,  e.g.  single  member  or  one 
adult  member  households;  both  adult  members  of  the  household  on  extension 
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phones  responding  to  questions  or  passing  the  phone  between  members. 
Visits  and  Dissemination  of  Results  to  MAF  Communities 

Visits  were  made  to  the  six  communities  with  MAFs  close  in  time  to 
the  Community  Health  Care  Survey  implementation  and  telephone  interviews. 
During  the  visits  the  investigator  met  with  most  MAF  key  informants,  collected 
additional  descriptive  information  about  the  facilities  and  providers'  practices, 
toured  the  facilities  and  communities,  and  visited  with  multiple  community 
residents. 

The  community  visits  provided  a  broader  context  for  the  interpretation  of 
results  and  served  as  a  validity  check.  Preliminary  descriptive  results  of  the 
Community  Health  Care  Surveys  of  households  were  shared  and  discussed  with 
MAF  key  informants  during  the  visits  and  their  insights  were  incorporated  into 
subsequent  analyses.  For  example,  several  MAF  administrators  suggested  that 
community  support  for  the  MAF  might  be  strongly  influenced  by  community 
support/nonsupport  for  the  local  provider(s).  Thus,  "use"  and  "willingness  to  use" 
the  MAF  and  provider(s)  were  analyzed  separately.  Several  administrators  also 
discussed  current  and  historical  issues  related  to  health  care  provision  in  their 
communities  that  provided  plausible  explanations  for  some  of  the  quantitative 
ratings  and  qualitative  comments  from  the  households  on  the  mail  and  telephone 
surveys. 

Upon  completion  of  the  final  analyses,  confidential  reports  were  prepared 
and  sent  to  MAF  key  informants.  A  summary  report  that  did  not  identify 


60 

individual  communities  or  MAFs  was  sent  to  the  Director  of  the  MAF 
Demonstration  Project  with  MHREF.  In  consultation  with  MAF  administrators, 
an  article  summarizing  the  community  survey  results  was  also  sent  to  each  local 

newspaper  editor  to  report  the  findings  back  to  community  residents. 

J 

Analysis 

Introduction  and  Data  Management 

The  unit  of  analysis  in  this  study  was  the  household.  However,  a  single 
resident  of  each  household  was  asked  to  answer  questions  for  their  entire 
household.  Thus,  individual  responses  on  surveys  were  treated  as  household 
responses.  MAF  key  informant  surveys  provided  additional  descriptive  data  about 
the  MAF,  providers'  practices,  and  community.  Separate  code  books  were  created 
for  quantitative  data  from  the  Community  Health  Care  Survey  and  MAF  key 
informants'  surveys.  After  data  were  cleaned,  checked,  and  coded,  they  were 
entered  into  SPSS  for  analyses.  All  data  coding  decisions  were  documented 
during  data  entry.  Descriptive  statistics,  frequencies,  and  cross-tab  tables  were 
produced  to  identify  possible  data  entry  errors.  When  outliers  and  implausible 
entries  were  discovered,  the  data  were  checked  against  the  original  surveys  and 
corrected  as  necessary. 

Descriptive  statistics  and  frequencies  were  produced  to  summarize  the  data 
for  individual  MAF  communities  and  across  communities.  To  address  the  specific 
aims  and  hypotheses,  household  responses  were  examined  across  MAF 
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communities  as  one  group  (N=381).  For  descriptive  purposes  and  dissemination 
to  communities,  within-community  data  were  examined  and  bivariate  analyses 
conducted  by  community.  However,  given  the  smaller  sample  size  per  community 
(N's  ranged  from  55  to  69)  there  was  relatively  low  statistical  power  to  detect 
significant  associations. 

Qualitative  comments  on  the  Community  Health  Care  Survey  and 
telephone  interviews  were  transcribed  as  reported.  An  edited  version  of  the 
transcribed  comments  was  created  for  disseminating  results  to  MAF  key 
informants  in  which  any  information  that  might  identify  the  respondents  was 
deleted  or  disguised  and  bracketed  to  note  editing.  For  use  with  content  analysis 
methods,  the  short  qualitative  comments  from  the  Community  Health  Care  Survey 
were  separated  into  phrases  that  expressed  a  single  but  complete  comment,  e.g. 
separated  when  respondents  provided  several  comments  in  one  survey  question, 
not  separated  when  a  multiple  part  comment  depended  on  the  entirety  for 
meaning.  Each  separate  comment  was  placed  on  an  index  card  and  the  cards 
were  sorted  according  to  content  areas  (Field  &  Morse,  1991).  Several  themes 
were  identified  in  the  content  of  the  comments  and  the  comments  were  grouped 
as  they  related  to  the  study's  specific  aims  (Miles  &  Huberman,  1984). 
Specific  Aims  #1  &  #2 

Specific  Aims  #  1  and  #2  were  to  describe  resident's  views  of  the 
characteristics  of  the  care  system  (facility  and  local  providers)  and  to  describe  the 
relationship  of  these  views  to  the  characteristics  of  the  population.  Descriptive 
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statistics  and  frequency  tables  were  produced  to  depict  the  data  on  resident's 
views  on  characteristics  of  the  care  system  as  well  as  to  identify  the  characteristics 
of  the  population.  To  examine  relationships  between  characteristics  of  the 
population  with  views  on  characteristics  of  the  care  system,  Pearson's  Chi-square 
analyses  were  conducted  for  2x2  tables  and  Mantel-Haenszel  Chi-square  analyses 
for  linear  trends  were  conducted  for  2xk  tables. 
Specific  Aim  #3 

Specific  Aim  #3  was  to  describe  the  predictors  of  Utilization/Willingness  to 
Use  the  MAF  care  system  (facility  and  local  providers).  Predictors  included 
residents'  perspectives  on  the  characteristics  of  the  care  system  (availability, 
accessibility,  accommodation,  affordability,  acceptability)  and  characteristics  of  the 
population  (predisposing  factors,  enabling  factors,  and  need  factors.  The 
hypotheses  relevant  to  Aim  #3  indicated  which  variables  were  specified  apriori  as 
being  hkely  predictors  of  UtilizationAVillingness  to  Use  the  MAF  care  system. 
These  variables  were:  1.  knowledgeable  about  services;  2.  miles  from  MAF;  3. 
acceptability  of  the  MAF  and  local  providers;  4.  use  of  local  provider;  5.  age;  6. 
household  income;  7.  convenient  transportation;  and  8.  affiliation  with  MAF 
community. 

Dependent  Variables. 

The  four  dependent  variables  under  study  in  Specific  Aim  #3  included:  use 
of  the  MAF,  use  of  the  local  medical  provider,  willingness  to  use  the  MAF,  and 
willingness  to  use  the  local  medical  provider.  Use  of  the  MAF  consisted  of  a 
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constructed  dichotomous  yes/no  indicator  of  whether  or  not  the  respondents 
reported  a  hospitalization  in  the  local  MAF  in  the  past  two  years  (hospitalizations 
for  all  household  members  combined).  In  the  original  analysis  plan,  it  was 
anticipated  that  responses  to  the  question  "Have  members  of  your  household  ever 
been  hospitalized  (stayed  overnight)  or  received  Emergency  Care  at  (local  MAF 
name)?"  would  also  be  incorporated  into  the  use  of  the  MAF  variable,  and  thus 
reflect  both  inpatient  and  emergency  room  use.  There  was  some  evidence, 
however,  that  due  to  the  nonspecific  word  "ever,"  affirmative  responses  might  have 
been  inflated  by  including  use  of  the  hospital  prior  to  the  existence  of  the  MAF. 
The  use  of  the  local  provider  variable  was  a  constructed  dichotomous  yes/no 
indicator  of  whether  or  not  respondents  reported  at  least  one  visit  to  the  local 
medical  provider(s)  in  the  past  year  (visits  for  all  household  members  combined). 

The  Ayilling  to  use  the  MAF  variable  was  a  constructed  dichotomous  yes/no 
indicator  based  on  responses  to  several  questions  regarding  whether  household 
members  would  first  seek  care  for  at  least  three  of  four  specified  health  problems 
at  the  local  MAF.  The  four  health  problems  were  conditions  for  which  the  MAFs 
offered  emergency  and/or  inpatient  care  (broken  arm,  pneumonia,  injury  from  a 
fall,  chest  pain).  If  the  respondent  indicated  that  care  would  first  be  sought  at  the 
local  MAF  for  at  least  three  of  these  four  health  problems,  they  were  coded  as 
"willing  to  use  the  MAF"  and  otherwise  "not  willing  to  use  the  MAF." 

The  willing  to  use  the  provider  variable  was  a  constructed  dichotomous 
yes/no  indicator  that  household  members  would  first  seek  care  for  a  physical 
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exam,  a  nonacute  health  need  asked  in  a  question  similar  to  the  willing  to  use 
question  described  above.  In  many  respects,  the  willing  to  use  the  MAF  variable 
also  reflected  willingness  to  use  the  local  medical  provider  since  all  four  health 
problems  addressed  in  the  willing  to  use  the  MAF  questions  likely  required  care 
from  the  primary  provider  as  well  as  nursing  care  and  othej  MAF  services. 
Independent  Variables. 

The  major  independent  variables  under  study  in  Specific  Aim  3  included: 
knowledge  about  services,  distance  from  MAF,  acceptability  scale  score,  use  of 
local  provider(s),  age,  household  income,  convenience  of  transportation,  and 
affiliation  with  the  MAF  community.  Other  independent  variables  included  health 
status,  number  of  years  lived  in  the  community,  health  insurance,  value  of  local 
health  care,  and  having  a  personal  primary  care  provider. 

The  major  independent  variables,  the  source  of  data  for  the  variables,  and 
the  measurement  scales  are  summarized  on  Table  4  on  page  65.  Knowledgeable 
about  services  was  the  respondents'  self-assessed  rating  of  how  knowledgeable 
they  were  about  local  health  care  services  (5-point  Likert  scale).  Distance  from 
MAF  was  the  respondents'  self-reported  number  of  miles  their  household  was 
located  from  the  MAF  (continuous  variable  in  Logistic  Regression,  grouped 
ordinal  variable  in  Chi-square  analysis).  Age  was  respondents'  self-reported  age 
(continuous  variable  in  Logistic  Regression,  grouped  ordinal  variable  in  Chi-square 
analysis).  Household  income  was  respondents'  self-reported  yearly  total  household 
income  before  taxes  by  fixed  categories  (ordinal  variable).  Convenience  of 
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1  Table  4.  Major  Independent  Variables  Used  in  Aim  #3  Analyses 

1  Variable 

Data  Source 

Measurement  Scale 

Knowledgeable 

about 

services 

Self-assessed  rating  of 
respondents'  knowledge 
level  about  local  services 

5-point  Likert  scale 

Distance  from 
MAF 

Self-reported  number  of  miles 
households  were  from  MAF 

Continuous  scale  with 
Logistic  Regression; 
Grouped  ordinal  scale 
with  Chi-square 

Age 

Respondents'  self  reported 
age 

Continuous  scale  with 
Logistic  Regression; 
crouoed  ordinal  scale 
with  Chi-square 

Household 
income 

Self-reported  yearly  income 
before  taxes 

Ordinal  scale  by  fixed 
categories 

Convenience  of 
transportation 

Self-reported  ease  of 
transportation  if  health  care 
was  needed 

Ordinal  scale 

Community 
affiliation 

Response  to  question,  "When 
members  of  household  tell 
people  where  they  live,  do 
they  say  (local  town)  or 
somewhere  else? 

Dichotomous  yes/no 
scale 

Use  of  local 
provider(s) 

Sell-report  or  one  or  more 
visits  to  local  provider(s)  in 
past  year 

Dichotomous  yes/no 
scale 

Acceptability^ 

Constructed  scale  from 
responses  to  12  rating 
questions 

Continuous  scale  with 
Logistic  Regression; 
grouped  ordinal  scale 
with  Chi-square 

See  pages  66-67  for  further  discussion  of  the  acceptability  scale. 


transportation  was  respondents'  self-reported  ease  of  transportation  if  a  household 
member  needs  health  care  (ordinal  variable).  Affiliation  with  the  MAF 
community  was  measured  by  the  respondents'  answer  to  the  question  "When 
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members  of  your  household  tell  people  where  they  live,  do  they  say  (local  town 
name)  or  somewhere  else?"  (dichotomous  yes/no  indicator).  Use  of  the  local 
provider  was  modeled  as  both  a  dependent  variable  and  an  independent  variable 
depending  on  the  analysis,  and  as  discussed  above  was  a  dichotomous  yes/no 
indicator  of  whether  or  not  respondents  reported  at  least  one  visit  to  the  local 
provider  in  the  past  year  (visits  for  all  household  members  combined). 

Acceptability  was  a  constructed  scale  comprised  of  summed  values  of 
responses  to  twelve  5-point  rating  questions  related  to  the  concept  of  acceptability. 
The  twelve  questions  are  summarized  in  Table  5  on  Page  67.  The  questions 
selected  for  inclusion  in  the  scale  were  initially  based  on  Penchansky  and  Thomas' 
(1981,  1984)  work  on  the  dimensions  of  access  to  care  and  their  recommendations 
for  further  study.  After  the  data  were  collected,  the  final  questions  to  be  included 
were  validated  by  the  results  of  the  telephone  interviews  conducted  in  this  study. 
In  the  telephone  interviews  respondents  were  asked  "When  you  and  your 
household  members  choose  a  medical  care  provider  and  a  hospital  to  use,  can  you 
tell  me  what  factors  are  important  to  you?"  Responses  were  primarily  related  to 
technical  quality  of  care,  "art"  of  care,  and  appearance  of  facility/office  as  are  the 
questions  included  in  the  scale.  The  reliability  coefficients  for  the  acceptability 
scale  were  Alpha =.97  and  the  Standardized  item  alpha =.97;  the  inter-item 
correlations  analysis  ranged  from  .54  to  .88.  The  acceptability  scale  employed  a 
mean-substitution  for  respondents  who  had  at  least  nine  nonmissing  values  for  the 
set  of  12  items;  respondents  with  8  or  fewer  nonmissing  values  were  excluded 
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Table  5.  Survey  Questions  Included  in  Acceptability  Scale 

Content 

CHCS^ 
Questions 

Acceptability  as  source  of  care 
TMAF  &.  medical  nrovider^ s^^ 

#7.m,  #18.k 

Overall  aualitv  of  care  at  MAF 

#7.a 

Medical  &  nursing  care  at  the  MAF 

.  #7.b,  #7.c 

Competence  of  provider(s),  support  staff 

#18.b,  #18.f 

Concern/compassion  for  patient 
(MAF  &  medical  provider(s)) 

#7.e,  #18.d 

"Personal"  aspects  of  care  (MAF  &  medical  Provider(s) 

#7.f,  #18.e 

MAF  appearance  (building  cleanliness/condition) 

#7.g 

Community  Health  Care  iiurvey  (mailed  instrument) 

from  the  analysis  of  acceptability  scale  scores.  The  scale  was  used  as  a  continuous 
independent  variable  in  the  Logistic  Regression  analyses  with  a  minimum  possible 
value  of  12  and  maximum  possible  value  of  60.  For  Chi-square  analyses, 
acceptability  scale  scores  were  dichotomized  in  to  a  low  group  (with  scores  from 
lowest  possible  to  47.9)  and  a  high  group  (with  scores  from  48  to  highest  possible). 
The  decision  to  dichotomize  scores  at  48  was  based  on  the  rationale  that  scale 
scores  at  or  above  48  corresponded  to  an  average  item  score  of  at  least  4.0  which 
was  the  response  code  for  "good,"  ("excellent"  was  coded  as  5).  Scale  scores  at  or 
below  36  corresponded  to  an  average  item  score  of  3.0  which  was  the  response 
code  for  "average,"  ("fair"  was  coded  as  2  and  "poor"  was  coded  as  1).  Scale 
scores  from  37  to  47.9  were  included  in  the  low  group  for  the  dichotomized 
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variable,  reflecting  a  deliberately  conservative  approach  to  categorizing 
respondents'  opinions  regarding  acceptability. 
Control  Variables. 

To  control  for  potential  confounding  by  community,  a  set  of  dummy  or 
control  variables  indicating  community  was  created  for  use  in  bivariate  and 
multivariate  logistic  regression  analyses  on  the  combined  (across  community)  data 
set.  Confounding  by  community  was  explored  during  the  bivariate  and 
multivariate  logistic  regression  analyses  by  comparing  models  with  community 
dummies  to  models  without.  Since  confounding  was  detected  when  outcome 
variables  were  regressed  on  several  independent  variables  of  interest,  and  since 
the  data  set  had  sufficient  degrees  of  freedom,  the  community  dummy  variables 
were  used  in  all  logistic  regression  analyses. 

Analyses  and  Hypotheses  Testing-  Aim  #3. 

Descriptive  statistics  were  used  to  examine  the  frequency  of  the  four 
constructed  outcome  variables  as  well  as  all  independent  variables  in  the 
combined  and  individual  community  data  sets.  Bivariate  analyses  were  conducted 
using  Pearson  Chi-square  for  2x2  tables  and  Mantel-Haenszel  Chi-square  for 
linear  association  for  2xk  tables  to  examine  the  relationship  between  the  outcome 
variables  and  the  independent  variables.  Using  the  combined  communities  data 
set  only,  bivariate  analyses  to  identify  significant  relationships  were  also  conducted 
using  Logistic  Regression  methods.  In  these  logistic  models  a  dependent  variable 
was  regressed  first  on  the  set  of  control  variables.  An  independent  variable  of 
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interest  was  then  added  to  the  model  to  assess  its  relationship  to  the  dependent 
variable  after  adjusting  for  the  community  control  variables.  To  test  the 
hypotheses,  four  separate  multivariate  Logistic  Regression  models  were  built  (one 
for  each  dependent  variable)  in  which  the  dependent  variable  was  first  regressed 
on  the  set  of  community  control  variables.  Then  the  eight  independent  variables 
related  to  the  hypotheses  were  added  to  the  model  (together,  not  istep-wise).  Next 
95%  Confidence  Intervals  were  calculated  (for  Betas  and  Odds  Ratios)  for  the 
independent  variables  with  alpha  set  at  <  or  =.05. 
Specific  Aim  #4 

Specific  Aim  #4  was  to  describe  the  predictors  of  satisfaction  with  care 
from  the  MAP  care  system  (facility  and  local  providers),  therefore  only  data  from 
those  who  reported  use  of  the  MAP  and  local  medical  providers  were  included  in 
these  analyses.  The  hypotheses  relevant  to  Aim  #4  indicated  which  variables 
were  specified  apriori  as  being  likely  predictors  of  Satisfaction  with  care  from  the 
MAP  care  system.  These  variables  were:  1.  acceptability  of  the  MAP  care  system 
and  2.  age.  Given  that  only  data  from  those  who  reported  use  of  the  MAP  and 
local  medical  providers  would  be  included  in  this  analysis,  it  was  known  apriori 
that  there  would  be  less  statistical  power  to  test  the  hypotheses  related  to 
Satisfaction. 

Dependent  Variables. 

A  satisfaction  scale  comprised  of  summed  values  of  responses  to  five  5- 
point  Likert  questions  related  to  satisfaction  with  care  was  constructed.  The 
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reliability  coefficients  for  the  satisfaction  scale  were  Alpha =.89  and  the 
Standardized  item  alpha =.90.  Due  to  the  initial  small  numbers  of  cases  (N=36) 
included  in  this  analysis,  however,  when  cases  with  missing  values  were  excluded  in 
the  reliability  procedure,  the  remaining  numbers  were  too  low  to  proceed  with  use 
of  the  scale.  Instead  responses  on  four  individual  survey  questions  regarding 
satisfaction  were  receded  and  used  as  dependent  variables.  These  four  dependent 
variables  under  study  in  Specific  Aim  #4  included:  satisfaction  with  care  provided 
by  the  MAF,  satisfaction  with  emergency  care,  satisfaction  with  care  provided  by 
the  local  medical  provider(s),  and  satisfaction  with  available  nightAveekend  care. 

The  four  dependent  variables  were  recoded  from  5-point  Likert  scales  to  3- 
point  ratings  as  follows:  very  satisfied,  somewhat  satisfied,  and  dissatisfied 
(included  previous  Indifferent,  Somewhat  Dissatisfied,  and  Very  Dissatisfied).  The 
decision  to  recode  variables  into  three  groups  (rather  than  leave  as  5-point  Likert 
scales)  was  based  on  the  small  numbers  of  cases  included  in  these  analyses  most 
of  whom  were  satisfied.  "Very  satisfied"  and  "somewhat  satisfied"  were  not 
combined  to  preserve  the  finer  differences  among  patients  at  the  positive  end  of 
the  satisfaction  continuum,  a  strategy  found  useful  in  previous  research  on  patient 
satisfaction  (Ware  &  Davies,  1893;  Ware,  et  al,  1983). 

Independent  Variables. 

The  major  independent  variables  under  study  in  Specific  Aim  4  were:  the 
acceptability  scale  score  and  age.  The  acceptability  scale  scores  were  recoded  into 
dichotomous  yes/no  indicators  as  described  above.  The  age  variable  was 
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respondents'  age  as  described  above  which  was  receded  into  a  dichotomous 
variable:  <  or  =  65  and  >  65  years  old.  The  indicators  of  the  independent 
variables  were  as  described  previously  under  Specific  Aim  3. 
Analyses  and  Hypotheses  Testing  -  Aim  #4. 

Descriptive  statistics  were  used  to  examine  the  frequencies  of  the  four 
outcome  variables  as  well  as  all  independent  variables  in  the  combined  data  set 
only  (N  too  small  for  individual  community  analyses.)  To  examine  associations 
and  test  hypotheses,  bivariate  analyses  were  conducted  using  Mantel-Haenszel 
Chi-square  for  linear  association  for  2xk  tables  to  examine  the  relationships 
between  the  dependent  and  independent  variables. 
Qualitative  Analysis 

Qualitative  mail  survey  comments  and  telephone  interview  responses  on 
questions  regarding  access  to  care  were  analyzed  using  content  analysis  methods 
(Catanzaro,  1988;  Miles  &  Huberman,  1984).  All  content  analysis  categories  were 
reviewed  and  sorted  into  similar  categories  based  on  the  words  used  in  the 
qualitative  comments  (manifest  content)  and  the  apparent  meaning  of  the  words 
(latent  content)  (Catanzaro,  1988).  Patterns  in  the  comments  and  categories  were 
sought  that  might  add  to  the  understanding  of  factors  that  facilitate  or  inhibit 
use/willingness  to  use  the  MAP  and  local  medical  providers  and  satisfaction  with 
care.  These  patterns  and  categories  were  then  summarized  and  relevant  themes 
identified,  using  the  actual  phrases  of  the  household  respondents. 
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Exploratory  Analysis 

Additional  exploratory  analyses  were  conducted  to  examine  relationships 
between  additional  variables  of  interest  and  utilization/willingness  to  use  local 
services  and  satisfaction  with  care.  Because  of  limited  statistical  power,  the 
investigator  chose  those  variables  with  sufficient  support  in  the  literature  to  specify 
in  the  hypotheses.  The  study  instruments,  however,  generated  data  about 
variables  of  interest  that  had  unclear  or  limited  support  in  the  literature  for  a 
study  of  Medical  Assistance  Facilities.  Health  status,  for  example,  has  been  clearly 
supported  in  the  literature  as  a  predictor  of  utilization  of  health  services  (Aday, 
1993;  Hulka  &  Wheat,  1985)  but  its  association  with  utilization  of  the  MAP  and 
local  providers  is  less  clear  given  that  the  MAF  is  limited  to  low-acuity  services 
and  many  of  the  local  providers  are  Physician  Assistants.  Having  a  regular  source 
of  primary  care  is  also  supported  in  the  literature  as  a  predictor  of  utilization  of 
primary  care  (Aday,  1993;  Hulka  &  Wheat,  1985),  however,  its  association  with 
use  of  the  local  provider(s)  in  this  study  was  less  clear.  Bivariate  logistic 
regression  analyses  were  conducted  to  examine  the  relationship  between  additional 
variables  of  interest  and  use/willingness  to  use  the  MAF  and  local  provider(s). 
Mantel-Haenszel  Chi-square  analyses  for  linear  association  with  2xk  tables  were 
conducted  to  examine  the  relationship  between  satisfaction  with  care  and  other 
variables  of  interest  including  knowledgeable  about  services,  distance  from  MAF, 
household  income,  convenience  of  transportation,  affiliation  with  the  MAF 
community,  and  health  status.  The  exploratory  analyses  were  used  to  suggest 
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preliminary  hypotheses  for  future  research. 
Limitations  of  the  Methods 

Several  limitations  regarding  the  methods  deserve  mention.  Nonresponse 
or  selective  response  to  the  household  mail  survey  was  a  potential  problem.  It 
was  possible  that  the  two-thirds  of  households  who  responded  to  the  mail  survey 
differed  in  important  respects  from  the  one-third  who  did  not  respond.  Since  no 
data  were  available  on  non-responding  households,  it  was  impossible  to  estimate 
the  magnitude  of  potential  nonresponse  bias  in  this  study.  There  was  also  a  risk 
that  some  nonresponse  particularly  of  nonusers  of  the  MAF  would  occur  due  to  a 
perception  that  the  research  was  being  conducted  by  the  MAF.  To  help  mitigate 
this  potential  problem,  all  materials  and  instruments  stated  clearly  that  the 
research  was  being  conducted  through  the  University  of  Washington  and  assured 
confidentiality. 

Selection  bias  was  also  possible  among  those  respondents  who  agreed  to  be 
interviewed  by  telephone.  It  is  possible  that  the  approximately  one-half  of 
household  respondents  who  were  willing  to  participate  in  a  telephone  interview 
differed  in  important  respects  from  the  other  half  who  were  not  willing.  However, 
it  was  felt  that  since  the  data  from  the  telephone  interviews  were  used  primarily  to 
add  depth  to  the  quantitative  findings,  the  effects  of  possible  selection  bias  on  the 
major  findings  would  be  inconsequential.  In  addition,  if  selection  bias  did  exist 
based  on  use  or  nonuse  of  local  health  care  services,  the  effect  of  this  bias  was 
controlled  by  the  sampling  methods  described  above  (e.g.  sampling  based  on  use 
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and  nonuse). 

Using  telephone  directories  to  establish  the  sampling  frames  for  each 
community  excluded  households  without  telephones,  unlisted  numbers,  and  new 
listings.  During  the  1990  census,  92.2%  of  the  residents  in  the  six  counties  in 
which  the  MAF  services  areas  were  located  reported  having  telephones  (U.S. 
Department  of  Commerce,  1993).  The  range  of  percentages  of  residents  with 
telephones  among  the  six  counties  was  97.9%  to  82.7%.  The  western  half  of  the 
county  with  the  lowest  percent  included  a  comparatively  lower  income  area  (and 
may  account  for  the  lower  proportion  with  phones);  this  area  was  not  part  of  that 
MAF's  service  area  and  thus  was  not  included  in  the  sampling  frame.  The  mean 
proportion  wirh  phones  in  the  remaining  five  counties  was  94.2%  (U.S. 
Department  of  Commerce,  1993).  Dillman  (1978)  argues  in  favor  of  using 
telephone  directories  as  sampling  frames  for  rural  areas  because  rural  telephone 
numbers  do  not  change  as  often  as  urban  numbers,  and  unlisted  numbers  are 
uncommon.  The  MAF  administrators  stated  that  using  telephone  directories  as 
sampling  frames  would  also  include  some  of  the  residents  in  the  Nursing  Homes 
collocated  with  the  MAFs,  since  some  residents  have  private  telephone  listings. 
Some  administrators  also  indicated  that  nursing  home  residents  represented  a 
significant  proportion  of  MAF  inpatient  admissions.  As  well  as  could  be 
determined  by  survey  responses,  only  one  current  Nursing  Home  resident  was 
included  in  the  household  random  samples.  This  resident's  survey  was  returned 
blank  with  a  note  from  a  staff  member  indicating  that  she  was  unable  to  complete 
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the  survey. 

While  this  did  not  affect  the  precision  of  the  statistical  estimates  from  the 
samples,  it  is  acknowledged  that  the  sampling  scheme  used  did  not  sample  from 
communities  in  proportion  to  their  total  population.  Since  the  largest  community 
(801  households)  was  less  than  twice  as  large  as  the  smallest  community  (428 
households),  however,  it  was  felt  that  there  was  not  a  compelling,  need  to  correct 
for  the  small  difference. 


Chapter  4 


Results 

The  purpose  of  this  study  was  to  examine  access  to  care  in  relation  to  the 
Medical  Assistance  Facility  model  of  care  from  the  perspectives  of  the  residents 
living  in  the  MAFs'  service  areas.  Out  of  600  surveys  sent  to  residents  in  the  six 
service  areas  (100  per  service  area),  a  total  of  400  surveys  were  returned  by 
household  respondents  for  a  66.7%  overall  response  rate.  Nineteen  surveys  that 
returned  blank  or  mostly  blank  were  excluded,  yielding  381  useable  surveys  for  a 
63.5%  response  rate.  The  response  rates  were  fairly  uniform  across  the  six 
communities  with  a  range  of  55  to  69%  useable  surveys.  A  total  of  twenty-four 
telephone  interviews  were  then  conducted  with  a  subset  of  the  respondents  in  the 
six  communities  to  obtain  additional  qualitative  perspectives  from  the  residents. 

MAP  key  informants  were  also  surveyed  to  obtain  descriptive  information 
about  the  communities  and  MAFs.  Of  the  21  MAF  key  informant  surveys  sent  (6 
to  administrators,  6  to  directors  of  nursing,  9  to  primary  providers),  18  were 
returned  completed  for  a  response  rate  of  85.7%.  All  administrators  and  directors 
of  nursing  responded;  66.7%  (N=6)  of  the  primary  providers  responded. 

The  results  of  the  study  will  be  presented  in  three  sections  in  this  chapter. 
The  first  section  describes  selected  characteristics  of  the  six  MAF  towns,  service 
areas,  and  counties  from  which  the  household  samples  were  selected.  The  MAF 
facilities  and  providers'  practices  are  also  described  in  section  one.  The  second 
section  provides  the  reader  with  a  description  of  the  community  residents  who 


77 

participated  in  the  study  as  well  as  their  utilization  of  health  care  services.  Finally, 
the  major  findings  related  to  each  of  the  specific  aims  and  hypotheses  are  detailed 
in  the  third  section  as  well  as  additional  findings  obtained  in  the  exploratory 
analysis  of  the  data.  Qualitative  responses  are  presented  together  with  the 
quantitative  results  according  to  the  research  aims,  hypotheses,  and  sections  to 
which  they  relate. 

Description  of  Communities,  Service  Areas,  MAFs.  and  Providers'  Practices 
MAP  Communities  and  Service  Areas 

The  six  MAP  towns  and  service  areas  from  which  the  community 
participants  in  the  study  were  drawn  are  located  in  six  different  large  frontier 
counties  in  Montana.  Five  of  the  six  towns  were  located  in  the  eastern  Great 
Plains  of  Montana;  the  sixth  in  the  Rocky  Mountain  region  in  southwestern 
Montana.  As  can  be  seen  in  Table  6  on  page  78,  the  communities  with  MAFs 
were  very  small  according  to  1992  population  figures;  the  mean  population  of  the 
six  towns  was  686  with  a  range  of  439  to  925.  Despite  the  small  sizes,  most  of  the 
towns  had  the  largest  population  concentrations  in  their  respective  counties  and  all 
but  one  were  county  seats.  The  service  areas  and  counties  from  which  the 
participants  were  drawn  were  sparsely  populated  as  depicted  in  Table  6.  The 
mean  population  of  the  six  counties  in  which  the  MAF  service  areas  were  located 
was  3285  with  a  range  of  1428  to  10864.  When  the  most  populous  county  was 
excluded,  the  mean  population  of  the  remaining  five  dropped  to  1769, 


78 


Table  6.  Population  Information  by  the  Six  MAF  Towns,  Service  Areas,  and 
Counties 

MAF 
Towns 

MAF  Town 
Population^ 

Service  Area 
Population^ 

County 
Population^ 

County  Residents 
per  Sq.  Mile^ 

Town  A 

805 

2276 

2099 

0.79 

Town  B 

796 

1500 

10864 

4.61 

Town  C 

439 

1505 

1489  ' 

0.45 

Town  D 

494 

1500 

1428 

0.31 

Town  E 

925 

2700 

2531 

1.46 

Town  F 

659 

1300 

1297 

0.75 

'data  based  on  1991)  population  (U.S.  J 

Department  ot  Commerce,  1991) 

•^data  from  MAF  Key  Informant  Survey-  Administrators 
"^data  based  on  1992  projected  population  (U.S.  Department  of  Commerce, 
1994). 

with  a  range  of  1428  to  2531.  As  is  typical  in  many  western  states,  the  geographic 
sizes  of  the  counties  with  MAFs  were  quite  large,  with  a  mean  size  of  2745  square 
miles  and  a  range  of  1737  to  4668  square  miles.  This  large  size  together  with 
sparse  populations  resulted  in  few  residents  per  square  mile,  as  displayed  in  Table 
6.  For  a  perspective,  the  largest  county  with  its  1428  residents  was  approximately 
the  size  of  Connecticut  with  its  3.3  million  people.  The  population  densities  in  all 
six  of  the  counties  were  well  under  the  "less  than  six  residents  per  square" 
definition  of  a  frontier  county. 

As  indicated  on  Table  6,  all  but  one  of  the  service  area  population  figures 
were  larger  than  the  total  county  population  estimates  in  1992.  The  service  area 
population  figures  provided  by  some  administrators  more  closely  approximated  the 
1990  census  data  for  their  counties  whereas  the  Bureau  of  Census  estimates  for 
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1992  reflected  a  projected  loss  of  population  from  these  counties.  To  examine 
population  loss  more  fully,  Table  7  displays  population  figures  from  1980,  1990, 
and  1992.  All  but  one  of  the  six  counties  experienced  a  modest  to 
significant  decline  in  population  between  1980  and  1990  and  the  projections  for 
1992  were  based  in  part  on  this  downward  trend  (U.S.  Department  of  Commerce, 
1994).  The  average  projected  population  change  from  1980  to  1992  among  the  six 
counties  was  negative  14.2  percent  as  compared  to  the  projected  positive  4.5 
percent  for  the  state  of  Montana  nearly  all  of  which  is  comprised  of  rural  and 
frontier  counties.  It  is  tempting  to  speculate  about  the  role  these  population 
declines  played  in  the  loss  of  the  local  full  service  rural  hospitals. 

MAF  key  informants  (administrators  and  directors  of  nursing)  were  asked 


Table  7.  1980  to  1992  Percent  Population  Change  by  Counties 


Counties  with 
MAFs 


1980 
County 
Population 


1990 
County 
Population 


1992  County 
Population 
(Projected) 


%  Change 
1980  to  1992 


County  A 


2705 


2276 


2099 


-22.3 


County  B 


10467 


10999 


10864 


+  3.8 


County  C 


1799 


1503 


1489 


-17.2 


County  D 


1659 


1589 


1428 


-13.8 


County  E 


2700 


2548 


2531 


6.3 


County  F 


1836 


1383 


1297 


-29.4 


lable  based  on  data  from  County  and  City  Data  Book,  12th  bd.  by  U.^>. 
Department  of  Commerce,  Bureau  of  the  Census,  1994.  Washington  DC: 
Government  Printing  Office. 
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to  identify  the  primary  occupations  of  the  residents  in  the  MAF's  service  areas.  In 
all  six  service  areas  farming  and/or  ranching  were  the  primary  occupations.  Other 
occupations  included:  retirement  (4  service  areas)  and  agricultural  service 
industries  (3  service  areas).  The  remaining  occupations  were  reported  for  one 
MAF  service  area  each:  recreation/hunting/fishing/tourism,  forest  service, 
government,  logging,  and  nursing  home  residents.  Although  hunting  was  reported 
by  only  one  MAF  key  informant,  it  contributes  at  least  seasonally  to  the  economy 
of  all  of  the  MAF  communities.  The  investigator  visited  five  of  the  six  MAF 
communities  during  hunting  season  and  can  attest  to  the  presence  of  numerous 
Montana  and  out-of-state  hunters  in  motels,  restaurants,  and  gas  stations. 

During  the  1980s,  Montana's  overall  economy  fell  into  a  severe  depression 
due  to  its  reliance  on  agriculture  as  its  major  industry.  A  series  of  severe  droughts 
and  falling  commodity  prices  resulted  in  sharp  declines  in  agricultural  productivity 
and  income  as  well  as  loss  of  farms  and  jobs  (Malone,  Roeder  &  Lang,  1991).  It 
is  not  surprising  then  to  find  that  the  incomes  of  residents  in  the  six  counties  with 
MAFs  reflected  this  influence,  given  these  areas'  very  strong  reliance  on 
agriculture.  Table  8  on  page  82  displays  income  data,  unemployment  rates,  and 
proportions  of  the  population  at  or  below  federal  poverty  levels  for  the  six 
counties  with  MAFs  as  well  as  for  the  state.  Despite  the  fact  that  Montana's 
overall  economy  was  not  robust  in  1989  when  compared  to  most  other  states  (and 
thus  was  a  depressed  comparison),  the  median  household  and  per  capita  incomes 
in  the  six  MAF  counties  for  that  year  were  all  below  the  state's  income  figures. 
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The  mean  household  income  in  the  six  MAF  counties  in  1989  was  $18094  with  a 
range  of  $16458  to  20487  while  the  state  average  for  the  same  time  period  was 
$22989.  The  mean  per  capita  income  in  the  six  MAF  counties  in  1989  was  $9360 
with  a  range  of  $7751  to  10670  while  the  state  average  was  $11213.  During  1991, 
the  mean  unemployment  rate  in  the  six  counties  with  MAFs  was  5.9  with  a  range 
of  2.9  to  10.7  while  the  unemployment  rate  for  the  state  in  the  same  period  was 
6.9,  Unemployment  rates  in  four  of  the  six  counties  were  well  below  the  state 
level.  Assuming  no  significant  changes  in  employment  between  1989  and  1991, 
the  data  on  income  and  employment  suggest  that  most  residents  of  working  age  in 
the  counties  with  MAFs  were  not  unemployed  or  looking  for  work  but  instead 
were  employed  in  lower  paying  or  seasonal/part  time  jobs. 

As  depicted  on  Table  8,  in  five  of  the  six  MAF  counties,  the  proportions  of 
individuals  with  incomes  at  or  below  the  federal  poverty  level  in  1989  were-  higher 
than  the  state  proportion  for  the  same  period.  In  all  six  counties,  the  proportions 
of  elderly  (65  years  or  older)  with  incomes  at  or  below  the  federal  poverty  level  in 
1989  were  higher  than  the  state  proportion.  Most  of  the  income  indicators 
presented  clearly  portray  a  depressed  economy  in  the  six  frontier 
counties  with  MAFs  and  it  is  again  inviting  to  speculate  on  the  role  the  economy 
played  in  the  loss  of  local  full  service  hospitals. 
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The  importance  of  local  health  care  services  is  often  emphasized  in  the 
literature  due  to  the  higher  proportion  of  elderly  in  rural  areas.  As  seen  on  Table 
9,  the  proportion  of  Montana's  overall  population  who  were  65  years  of  age  or 
older  (13.3%)  was  slightly  less  than  the  14.3%  cited  for  all  rural  areas  in  the  U.S. 
(Braden  &  Beauregard,  1994)  which  is  expected  given  that  all  but  two  of 
Montana's  countries  are  rural.  In  contrast,  all  but  one  of  the  six  counties  with 
MAFs  had  a  moderately  to  significantly  higher  proportion  of  elderly  in  1992  than 
the  state  proportion.  The  mean  proportion  of  the  population  that  was  65  years  or 
older  in  the  six  MAF  counties  was  17.8%  with  a  range  of  10.9  to  25.3%.  When 
the  one  county  (County  B)  that  was  below  the  state  proportion  was  excluded,  the 


Table  9.  Elderly  Proportion  of  the  Population  by  County 
and  State  for  1992 

Counties  with 
MAFs 

%  Population 
65-74  yrs  old 

%  Population 
>  or  =  75  yrs 

Total 
Proportion 
>  or  =  65 

County  A 

10.2 

6.3 

16.5 

County  B 

6.1 

4.8 

10.9 

County  C 

10.2 

8.6 

18.8 

County  D 

9.6 

7.2 

16.8 

County  E 

10.9 

7.5 

18.4 

County  F 

13.9 

11.4 

25.3 

Montana 

7.6 

5.7 

13.3 

i  able  based  on  projected  data  from  County  and  City  Data  Book,  12th  h,d. 
by  U.S.  Department  of  Commerce,  Bureau  of  the  Census,  1994. 
Washington  DC:  Government  Printing  Office. 
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mean  rose  to  19.2%  which  was  nearly  twice  the  proportion  (11.6%)  of  the  urban 
population  who  were  elderly  (Braden  &  Beauregard,  1994). 

MAF  Key  Informants  (directors  of  nursing)  were  asked  to  indicate  what 
non-health  care  related  businesses  and  services  were  available  in  the  MAF 
community.  The  intent  of  this  survey  question  was  to  provide  descriptive 
information  as  well  as  to  ascertain  what  other  businesses  and  services  besides 
health  care  were  present  to  draw  residents  into  the  town  from  the  service  area. 
Some  business  establishments  and  services  were  not  included  in  the  survey 
question  because  they  are  ubiquitous  even  in  small  towns,  e.g.  churches,  bars,  gas 
stations,  grocery. 

As  can  been  seen  in  Table  10  on  page  85,  all  of  the  MAF  towns  had 
schools,  senior  centers,  womens  clubs,  restaurants,  and  drug  stores.  Five  of  the  six 
towns  had  adult  education  programs,  4  H,  grain/animal  feed  stores,  hardware 
stores,  and  laundromats.  Four  of  the  six  towns  had  lumber/building  supply  stores, 
agricultural  equipment  stores,  and  automobile  dealers.  Half  or  less  of  the  towns 
had  PTAs,  clothing  stores,  movie  theaters,  or  Rotary/Grange.  In  the  one 
community  with  public  transportation,  the  services  were  Hmited  to  senior  citizens 
only.  In  the  words  of  telephone  interview  participants  about  shopping  locally:  "We 
try  to  trade  here  if  we  can  but  it's  limited.  For  example,  we  can't  buy  school 
clothes  for  my  boy  here  so  we  go  out  of  town."  "We  have  two  good  stores  here; 
they  have  everything  I  need  day  to  day."  "I  buy  a  few  things  in  [local  town].  The 
two  groceries  are  limited  and  expensive.  I  go  to  [larger  town  name]  once  a  month 


85 


Table  10.  Proportion  of  MAF  Towns  with  Selected  Businesses  and 
Services  Available  for  Residents  in  the  Service  Area 

Businesses  &  Services 

%  (N)  of  MAF  Towns  that  Have  the 
Business/Service 

Grade  School/High  School 

100%  (N=6) 

Senior  Citizens  Center 

100%  (N=6) 

Womens'  Clubs 

100%  (•N=6) 

Drug  Store 

100%  (N=6) 

Restaurant 

100%  (N=6) 

Adult  Education  Programs 

83.3%  (N=5) 

4  H  Club 

83.3%  (N=5) 

Grain/Animal  Feed  Store 

83.3%  (N=5) 

Hardware  Store 

83.3%  (N=5) 

Laundromat 

83.3%  (N=5) 

Lumber/Building  Supply  Store 

66.7%  (N=4) 

Agricultural  Equipt.  Store 

66.7%  (N=4) 

Automobile  Dealer 

66.7%  (N=4) 

Parent-Teachers  Assoc. 

50%  (N=3) 

Clothing  Store 

50%  (N=3) 

Movie  Theater 

50%  (N=3) 

Public  Transportation 

16.7%  (N=l) 

Rotary/Grange 

16.7%  (N=l) 

Table  based  on  data  from  MAF  key  intormant  surveys  (directors  ot 


nursing). 


and  stock  up."  "We  shop  here  for  most  everything  except  for  clothing.  Right  now 
there's  no  store  here  that  carries  what  we  need." 


86 

Medical  Assistance  Facilities 

Most  of  the  data  used  for  the  following  description  of  the  MAFs  and  the 
services  they  offered  were  provided  by  the  administrators  and  directors  of  nursing 
of  the  MAFs.  As  reported  above,  100%  of  them  completed  and  returned  the 
MAF  Key  Informant  Surveys.  All  of  the  administrators  and  most  of  the  directors 
of  nursing  were  also  available  during  the  investigator's  community  visits  to  provide 
additional  information.  These  individuals  were  knowledgeable  informants  who 
held  full  time  positions  at  their  facilities  and  managed  both  the  MAF  and 
collocated  Long  Term  Care  (LTC)  Facilities.  One  individual  held  both  the 
administrator  and  director  of  nursing  positions  at  her  respective  facility. 

Five  of  six  administrators  and  four  of  six  directors  of  nursing  held  their 
administrative  positions  since  the  MAFs  opened.  Four  of  six  administrators  and 
four  of  six  directors  of  nursing  were  associated  with  the  former  full  service 
hospital,  nearly  all  in  administrative  or  Board  of  Directors  positions.  All  but  one 
administrator  and  three  of  six  directors  of  nursing  lived  within  the  MAF  town;  the 
remainder  lived  between  10  to  35  miles  away. 

Table  11  on  page  87  displays  the  recent  history  of  acute  care  services 
delivery  in  the  MAF  communities.  In  all  but  two  of  the  communities,  some  time 
transpired  between  hospital  closure  and  MAF  opening  during  which  acute  care 
and  emergency  services  were  not  available  locally.  In  the  case  of  two  communities 
this  was  just  a  matter  of  months,  whereas  in  two  other  communities  this  was  a 
matter  of  years.  In  the  two  more  recently  certified  MAFs,  conversion  from 
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hospital  to  MAF  occurred  on  the  same  date,  thus  acute  care  and  emergency 
services  were  not  lost. 


Table  1 1.  Dates  of  Rural  Hospital  Qosure,  MAF  Certification,  and  Time 
Period  Without  Acute  Care  by  MAF  Community 


MAF  Conmiumty 

Date  of  Hospital 
Qosure 

Date  of  MAF 
Certification 

Time  without 
Acute  Care 

Town  A 

7-90 

12-90 

6  months 

Town  B 

11-92 

11-92 

0 

Town  C 

6-88 

5-91 

3  years 

Town  D 

6-86 

8-90 

5  years^ 

Town  E 

3-94 

3-94 

0 

Town  F 

5-91 

1-92 

7  months 

Table  based  on  data  from  the  MAF  key  informant  survey  (administrators). 
^The  MAF  in  Town  D  was  certified  in  8-90  but  could  not  open  until  7-91 
when  a  liability  carrier  could  be  found  (Gaumer,  et  al.,  1992). 


As  displayed  on  Table  12  on  page  88,  the  MAFs  were  smaller  than  their 
predecessor  full  ser\ace  rural  hospitals.  Five  of  the  six  facilities  added  additional 
LTC  Beds  at  the  time  of  MAF  certification  (McCarty  and  MAF  administrators, 
personal  communication,  1995).  Swing  beds  in  four  of  the  six  MAFs  allowed  these 
facilities  flexibihty  in  that  a  certain  number  of  the  MAF  acute  care  beds  (those 
certified  as  "swing  beds")  could  be  used  for  LTC  when  needed. 

As  can  be  seen  in  Table  13  page  89,  the  physical  plants  in  which  the  MAF 
beds  were  located  were  varying  ages  and  all  were  in  the  same  building  as  the 
Long  Term  Care  Facilities.  In  1994,  one  MAF  was  newly  constructed  and  another 
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Table  12.  Size  of  Former  Rural  Hospitals,  Current  MAFs,  and  Long  Term 
Care  Facilities  by  MAF  Conmiimity 


MAF 
Community 

Former 
Hospital  Beds 

MAF  (acute) 
Beds 

LTCBeds 

Swing  Beds 
(of  MAF  beds) 

Town  A 

20 

2 

38 

2 

Town  B 

14 

10 

40 

4 

Town  C 

16 

10 

21- 

6 

Town  D 

12 

4 

22 

2 

Town  E 

10 

3 

28 

0 

Town  F 

5 

2 

19 

0 

TOTALS 

77 

31 

168 

14 

l  able  based  on  data  from  MAI-'  key  intormant  surveys  (administrators)  anc 
unpublished  tables  from  K.  McCarty,  Montana  Hospital  Research  & 
Education  Foundation, 


was  renovated.  Three  others  were  built  between  18  and  25  years  ago  and  had  no 
major  renovations  although  they  appeared  very  well  maintained,  clean,  and  in 
good  repair.  The  remaining  facihty  was  built  nearly  40  years  ago  and  was  last 
renovated  nearly  thirty  years  ago.  This  MAF  building  showed  its  age  but  also 
appeared  to  be  well  maintained. 

Two  of  the  current  MAF  buildings  were  built  with  federal  assistance  from 
the  National  Hospital  Survey  and  Construction  (Hill-Burton)  Program  and  these 
facilities  still  had  remaining  Hill-Burton  obligations  ($200,000  and  $230,000 
respectively).  A  third  facility  still  had  a  Hill-Burton  obligation  of  $311,000  on  the 
vacant  former  hospital  building. 
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Table  13.  Age  and  Renovations  of  Physical  Plants  of  the  MAFs  and 
Hill-Burton  History  by  MAF  Town 


MAF 
Town 


Year  MAF 
Building  was 
Built 


Year  of  Last 

Major 
Renovation 


Built  with 
Hm-Burton 
Funds 


Remaining 
Hill-Burton 
Obligation 


Town  A 


1977 


none 


No 


Yes^ 


Town  B 


1978 


none 


No 


No 


Town  C 


1957 


1968 


Yes 


Yes 


Town  D 


1994 


none 


No 


No 


Town  E 


1950 


1994 


No 


No 


Town  F 


1970 


none 


Yes 


Yes 


Table  based  on  data  from  MAt  key  informant  surveys  (administrators)  and 
personal  communication  with  administrators. 
^Remaining  H-B  obligation  on  vacant  former  hospital  building. 


All  but  one  of  the  MAFs  were  the  only  acute  health  care  facilities  in  their 
respective  counties  and  most  received  financial  support  annually  through  county 
tax  subsidies.  Table  14  on  page  90  outlines  the  distances  from  the  MAF  towns  to 
the  closest  full  service  rural  hospitals  and  tertiary  level  hospitals.  The  mean 
distance  from  the  MAFs  to  the  closest  rural  hospital  was  44.3  miles  with  a  range 
of  29  to  85  miles.  Table  14  also  indicates  the  locations  of  hospitals  with  which  the 
MAFs  had  formal  transfer  agreements.  Directors  of  nursing  indicated  that  when 
patients  needed  to  be  transferred  on  an  emergent  basis,  ground  ambulance  was 
used  for  shorter  distance  transfers  and  air  ambulance  for  longer  distances.  The 
directors  indicated  they  used  patients'  preferences  and  their  health  conditions  as 
guides  in  determining  the  appropriate  transfer  facility. 
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Table  14.  Distance  to  Full  Service  Rural  Hospitals  and  Tertiaiy 
Hospitals  by  MAF  Community 

MAF  Community 

Distance  to  Full  Service 
Rural  Hospital 

Distance  to  Tertiaiy 
Hospital 

Town  A 

44  miles  -  Glendive^ 
74  miles  -  Sidney 
119  miles  -  Miles  City 

242  miles  -  Billings^ 

Town  B 

38  miles  -  Sidney^ 

44  miles  -  Williston,  ND^ 

47  miles  -  Plentywood 

310  miles  -  Billings^ 

Town  C 

35  miles  -  Baker^ 
116  miles  -  Miles  City^ 

261  miles  -  Billings^ 

Town  D 

85  miles  -  Miles  City^ 
113  miles  -  Glasgow^ 
130  miles  -  Lewistown 

175  miles  -  Billings^ 

Town  E 

29  miles  -  Anaconda^ 
56  miles  -  Butte^ 

74  miles  -  Missoula^ 

Town  F 

35  miles  -  Glendive^ 
39  miles  -  Miles  City^ 

184  miles  -  Billings^ 

Table  based  on  data  trom  MAF  key  intormant  surveys  (administrator  and 
director  of  nursing)  and  Montana's  Official  Highway  Map  1995-96. 
^Lx)cations  of  hospitals  with  which  the  MAFs  have  formal  transfer 
agreements. 


As  can  be  seen  on  Table  15  on  page  91,  the  MAFs  offered  an  array  of 
basic  acute  health  care  services.  All  of  the  MAFs  offered  Emergency  Room  care 
and  inpatient  medical  care  as  well  as  basic  laboratory,  pharmacy,  and  therapeutic 
dietary  services  for  inpatients  which  are  mandated  in  the  MAF  certification 
statutes.  Other  nonmandated  services  all  of  the  MAFs  offered  included: 
outpatient  laboratory,  inpatient  and  outpatient  x-ray  and  EKGs,  and  inpatient 
physical  therapy.  Some  MAF  key  informants  indicated  that  although  they  did  not 
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Table  15.  Proportion  of  MAFs  that  Offered  Selected  Health  Care  Services 

Health  Qire  Sendee 

%  (N)  of  the  MAFs  that  Offer  the 
Health  Care  Servicp 

M.  X V/CU.  Vl-X    X_<'<XX  V>   V^V'X  T  XV/^/ 

24  Hour  Emerffencv  Room^ 

100% 

i.\J\J  /w       V * ^  / 

Tnnatient  T,ah^  Outnatient  I>ab 

100%  (N=fi\ 

Tnnfitipnt  Pharmarv^ 

100%  (H=(^\ 

Oiitnatipnf  Pharmarv 

83  5%  ('H=S\ 

Tnnatipnt/Oiitnatipnt  PICO 

100%  rN=6'J 

Innatient  TTieraneiitic  Oietarv^ 

XX  t  L/U  LA  w  AX  ^     X  XX^  A  CIX/W  U  LXVr    X^XwLCXX  T 

100%  rN=6^ 

Tnnjitipnt  l\/fpflir?il^ 

XilL/Clll^li  t  IVx^Ul^Cll 

100%  rN=6'i 

illlJCltiki'ill  IVllil^JL  OUi^lV^Cil 

Tnnjitipnt  Opnpr?il  Snr0ip?^l 

111  Lid  11  Wilt   VJ  U>llW/lcll   «kJUl  ^W^GLX 

0% 

Tnnatipnt  PpHifitrir 

XllL/CltlWIit   X  ^\JiClLllW 

66  7%  rN=4^ 

Tnnatient  Obstetrical 

XXALyCXfcXWXlL    V^I_/tjLWVX  XWCXX 

0% 

Inpatient/Outpatient  X-Ray 

100%  (N=6) 

Inpatient  Respiratory  Therapy^ 

100%  (N=6) 

Outpatient  Respiratory  Therapy^ 

83.3%  (N=5) 

Tnnatient  Physical  Theranv^ 

XX X Lycx ex w XX L  X  xiyoiwvxi    x  xx^xuLyy 

66  7%  CN=4) 

Outpatient  Physical  Therapy^ 

50%  (N=3) 

Occupational  Therapy 

0% 

Home  Health  Care 

16.7%  (N=l) 

Discharge  Prep./Social  Services^ 

66.7%  (N=4) 

Hospice 

0% 

Table  based  on  data  from  MAh"  key  intormant  surveys  (administrators  and 
directors  of  nursing), 
^services  that  are  mandated  by  statute, 
^some  services  provided  via  the  nursing  staff. 
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have  organized  respiratory  and  physical  therapy  departments  or  discharge 
planners/social  services  providers,  these  services  were  provided  by  the  nursing  staff 
members.  This  is  not  unlike  what  occurs  in  small  rural  full  service  hospitals  in  the 
investigator's  experience.  As  reflected  on  Table  15,  none  of  the  six  MAFs 
provided  general  surgical  or  obstetrical  care,  occupational  therapy,  or  hospice. 
During  the  MAF  community  visits  it  was  also  learned  that  two  of  the  six  MAFs 
and  local  providers  had  telemedicine  technology  that  facilitated  consultation  with 
regional  specialists  about  clinical  issues. 

It  is  commonly  believed  that  rural  acute  care  facilities  tend  to  localize  other 
health  care  services  and  providers  who  may  not  be  available  in  the  rural 
community  if  the  acute  care  facility  were  not  present.  Table  16  on  page  93 
displays  the  proportions  of  MAFs  towns  that  had  additional  health  care 
services/providers  in  addition  to  the  acute  care  services  the  MAFs  provided.  All 
six  MAF  towns  had  pharmacists  and  ambulance  services.  Most  (5  of  6)  had 
mental  health  services  (part  time)  and  a  variety  of  health  promotion/disease 
screening  services  including  WIC,  health  fairs,  education  programs,  periodic  well 
child  and  adult  disease  screening  programs.  Half  of  the  MAF  towns  had  visiting 
specialists  who  offered  services  including  womens'  health,  pre/post  surgical 
consultation,  orthopedics,  podiatry,  radiology,  and  urology.  Other  services  not 
listed  on  the  survey  question  but  noted  by  some  MAF  key  informants  included  a 
chemical  dependency  cHnic,  hearing  aid  services,  and  county  public  health  nurses. 
MAF  key  informants  were  also  asked  their  opinions  about  which  of  these 
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Table  16.  Proportion  of  MAF  Communities  witii  Selected  Health  Care 
Services/Providers  (affiliated  or  not  affiliated  with  the  MAF). 

Other  Health  Care 
Sendees/Providers 

%  (N)  of  the  MAF  Communities  that 
Have  Health  Care  Service/Provider 

Pharmacist 

100%  (N=6) 

Licensed  Ambulance 

100%  (N=6) 

Mental  Health  Semces 

0'>   ^  fTf     /XT  ^\ 

83.3%  (N=5) 

Health  Promotion/Disease 
Screening 

83.3%  (N=5) 

Dental  Care 

66.7%  (N=4) 

Home  Health  Care 

66.7%  (N=4) 

Physical  Therapy 

50%  (N=3) 

Visiting  Specialists 

50%  (N=3) 

Other  Services 

50%  (N=3) 

Optometrist 

33.3%  (N=2) 

Speech  Therapy 

33.3%  (N=2) 

Occupational  Therapy 

0% 

l  able  based  on  data  trom  MAt  key  mtormant  surveys  (admmistrators 


and  directors  of  nursing). 

services/providers  would  not  be  available  if  the  MAF  were  not  in  their  town.  Of 
the  multiple  responses  to  this  question,  nearly  all  (85.7%)  indicated  that  services 
offered  by  the  MAF,  LTC,  and/or  primary  care  providers  would  be  lost.  Two 
responses  indicated  that  pharmacists  might  leave  if  the  MAF  were  not  present  and 
one  response  indicated  that  mental  health  services  might  be  lost. 

Table  17  on  page  94  outlines  utilization  of  selected  services  offered  by  the 
MAFs  in  the  year  prior  to  the  MAF  key  informant  survey.  As  is  clear  from  the 


94 


Table  17.  Utilization  Experience  of  the  MAFs  in  the  Prior  Year 


(approximately  5-1-94  to  4-30-95)  by  MAF  Community 


MAF 
Community 

Inpatient 
Admissions 

Average 
Daily 
Census 

Average 
Length  of  Stay 

Emergency 
Room  Visits 

Town  A 

25 

.069 

3.0  days 
(72.0  hrs.) 

155 

Town  B 

128 

.351 

2.8  days 
(67.2  hrs.) 

555 

Town  C 

23 

.063 

2.6  days 
(6z.4  hrs.) 

130 

Town  D 

28 

.077 

2.5  days 
(60.0  hrs.) 

117 

Town  E 

20 

.055 

4.0  days 
(96.0  hrs.) 

236 

Town  F 

19 

.052 

2.0  days 
(48.0  hrs.) 

290 

Overall 
Mean  and 
Range 

40.5 
(range 
19-128) 

.111 
(range 
.052-.35) 

67.6  hrs. 
(range 
60-96) 

247 
(range 
117-555) 

l  able  based  on  data  trom  MAF  key  intormant  surveys  (administrators). 


data,  all  of  the  MAFs  had  very  small  patient  volumes  particularly  for  inpatient 
care.  One  facility  was  more  heavily  used  than  the  others  although  its  average 
census  was  only  .351  patients  per  day.  It  may  be  more  instructive  when  discussing 
MAF  patient  volumes  to  consider  patients  per  month.  The  busiest  facility  then 
had  10.7  inpatients  per  month  while  the  other  MAFs  averaged  1.9  inpatients  per 
month.  The  overall  average  length  of  stay  for  inpatient  admissions  was  67.6  hours 
or  2.8  days,  less  than  the  mandated  maximum  of  96  hours  or  4  days  length  of  stay. 
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The  MAF  emergency  rooms  were  somewhat  more  heavily  used  with  an  average  of 
20.6  visits  per  month  across  the  six  MAFs;  46.3  visits  per  month  at  the  busiest 
facility  and  15.5  visits  per  month  at  the  remaining  MAFs. 

Some  patients  were  admitted  on  an  observational  basis  or  as  an  "ER  hold" 
while  providers  decided  whether  or  not  to  admit  them  as  inpatients.  These 
observational  visits  were  not  reflected  as  admissions  on  Table  17  unless  they  were 
subsequently  admitted  as  inpatients.  The  medical  diagnoses  of  patients  admitted 
to  the  MAFs  were  not  requested  as  part  of  the  data  collection  in  this  study 
because  this  was  not  related  to  the  study's  aims  and  also  because  the  major 
diagnoses  of  MAF  inpatients  have  already  been  reported  in  the  literature  (GAO, 
1995;  Gaumer,  et  al.,  1993).  Of  the  243  total  number  of  patients  admitted  to  the 
six  MAFs  in  the  prior  year,  most  were  discharged  to  home  (58.8%),  29.6%  were 
discharged  to  the  LTC  Facility  or  swing  beds,  9.5%  were  discharged/transferred  to 
a  hospital,  and  2.1%  were  discharged  to  other  locations  (expired  or  not  specified). 

During  the  community  visits,  the  investigator  toured  the  MAF  inpatient 
rooms,  nurses  station  areas,  and  LTC  Facilities.  Although  the  age  differences  of 
the  facilities  was  readily  apparent,  all  of  the  MAF  inpatient  rooms  appeared  to  be 
well-equipped,  clean,  standard  hospital  rooms  with  easy  access  to  nursing  stations. 
Several  of  the  MAFs  remodeled  the  inpatient  rooms  at  or  since  the  time  of  MAF 
certification/conversion  to  make  them  more  current  and/or  improve  their 
appearance.  Although  the  LTC  areas  in  all  facilities  were  clearly  busier  than  the 
MAF  areas,  one  MAF  had  two  inpatients  at  the  time  of  the  investigators'  visit  and 
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two  others  had  patients  admitted  on  an  observational  basis. 

For  the  patients  admitted  to  the  MAFs  in  the  prior  year,  Table  18  outlines 
the  administrators'  estimates  of  proportions  of  their  patients  who  paid  by  various 
methods.  What  is  clearly  portrayed  was  the  MAFs'  overwhelming  reliance  on 
Medicare  for  their  patients'  payments  with  an  average  proportion  of  Medicare 
coverage  of  74.7  percent  and  a  range  of  52-100  percent.  The  next  highest 
proportion  of  coverage  was  private  insurance  with  a  mean  of  13.5  percent  and  a 
range  of  0-26  percent.  As  reflected  on  the  table,  Medicaid  and  self-paying 
patients  represented  very  small  proportions  of  the  MAFs  payment  sources. 


Table  18.  Proportion  of  Payment  Sources  for  MAP  Inpatient  Admissions  in 
the  Prior  Year  (approximately  5-1-94  to  4-30-95) 

MAF 
Community 

%  Medicare 

%  Medicaid 

%  Private 
Insurance 

%  Self  Pay 

Town  A 

70% 

0% 

15% 

15% 

Town  B 

52% 

19% 

25% 

4% 

Town  C 

80% 

10% 

5% 

5% 

Town  D 

66% 

4% 

26% 

4% 

Town  E 

100% 

0% 

0% 

0% 

Town  F 

80% 

10% 

10% 

0% 

Overall  Mean 
and  Range^ 

74.7% 
(range  52-100) 

7.2% 
(range  0-19) 

13.5% 
(range  0-26) 

4.7% 
(range  0-15) 

I'able  based  on  estimates  of  payment  sources  from  MAF  key  informants 
survey  (administrators). 

^Row  total  does  not  add  to  100%  due  to  rounding. 
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Due  to  the  infrequency  of  emergency  calls  and  inpatient  admissions  at  most 
of  the  MAFs,  the  facilities  were  operated  and  staffed  primarily  as  LTC  Facilities 
on  a  day  to  day  basis.  When  an  emergency  or  inpatient  admission  occurred  they 
garnered  their  staff  from  individuals  on  call  (often  the  directors  of  nursing)  and 
those  working  in  LTC.  In  order  to  ascertain  the  availability  of  staffing  and 
resources,  directors  of  nursing  were  asked  a  variety  of  questions  pertaining  to 
staffing,  resources,  and  capabilities. 

For  all  six  MAFs,  the  average  number  of  Registered  Nurses  (RN) 
employed  either  full  or  part  time  at  the  MAF  and  LTC  Facility  was  6.5  with  a 
range  of  3  to  9  (not  including  directors  of  nursing).  The  average  number  of 
Licensed  Practical  Nurses  (LPN)  was  2.8  with  a  range  of  0  to  7  and  the  average 
number  of  certified  Nursing  Assistants  (CNA)  was  14.2  with  a  range  of  8  to  25. 
Four  of  the  six  directors  reported  vacant  positions  in  their  nursing  departments 
(MAF  &  LTC  combined);  all  vacancies  were  CNA  positions. 

According  to  MAF  certification  requirements,  when  the  MAF  has  an 
inpatient  admitted,  a  RN  must  be  on  duty  at  least  8  hours  per  day  and  at  other 
times  the  Director  of  Nursing  or  designate  must  be  on  call  and  available  within  20 
minutes  at  all  times.  Staffing  is  also  addressed  in  the  requirement  that  when  a 
patient  is  admitted,  a  RN  must  assign  the  patient's  nursing  care  to  other  nursing 
personnel  in  accordance  with  the  patient's  needs  and  the  qualifications  and 
competencies  of  the  nursing  staff  available  (MAC,  1991).  While  detailed  staffing 
data  were  not  collected  in  this  study,  two  of  the  six  MAFs  apparently  staffed  with 
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RNs  round  the  clock  when  MAF  inpatients  were  present.  The  other  facilities 
staffed  according  to  the  minimum  set  by  law,  e.g.  RN  coverage  eight  or  more 
hours  per  day  with  directors  (or  designates)  on  call  at  other  times  unless  the 
patient  was  unstable.  In  this  event,  the  directors  or  another  RN  stayed  at  the 
facility. 

When  asked  what  methods  nurses  in  their  MAFs  used  in  the  past  year  to 
remain  current  in  acute  and  emergency  care,  a  variety  of  methods  were  reported 
including  inservice  programs,  outside  workshops,  journal  reading,  Advanced 
Cardiac  Life  Support  training  (ACLS),  and  outreach  programs  from  a  regional 
tertiary  care  hospital.  Primary  providers  were  also  asked  what  methods  they  used 
in  the  past  year  to  remain  current  in  acute  and  emergency  care.  A  variety  of 
methods  were  reported  including:  ACLS,  Advanced  Trauma/Pediatric  Life 
Support  training.  Continuing  Medical  Education  programs  and  videotapes,  and 
"moonlighting"  at  larger  hospitals'  emergency  rooms. 

Directors  of  nursing  were  asked  to  rate  their  MAF  nursing  staff  (including 
themselves)  on  the  skills  and  abilities  needed  for  emergency  and  acute  care.  As 
seen  on  Table  19  on  page  99,  five  of  six  directors  of  nursing  rated  these  clinical 
skills  as  "good"  and  one  "fair."  Primary  providers  were  also  asked  to  rate  the 
MAF  nursing  staffs'  emergency  and  acute  care  abilities.  As  is  seen  on  the  table, 
the  providers  were  evenly  split  between  the  ratings  of  "excellent,"  "good,"  and 
"average."  The  providers'  ratings  of  nursings'  clinical  abilities  were  slightly  higher 
than  the  nursing  directors'  ratings. 
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Table  19.  Ratings  of  Nurses'  and  Providers'  Emergency  and  Acute  Care  Skills 

Rater  &  Ratee 

^ccellent 

Good 

Average 

Fair 

Poor 

Directors  of  Nursing 
ratings  of  nurses' 
emergency  & 
acute  care  skills 

0% 

83.3% 
(N=5) 

0% 

16.7% 
(N=l) 

0% 

Primary  Provider  ratings 
of  nurses'  emergency  & 
acute  care  skills 

33.3% 
(N=2) 

33.3% 
(N=2) 

33.3% 
(N=2) 

0% 

0% 

Directors  of  Nursing 
ratings  of  providers' 
emergency  & 
acute  care  skills 

16.7% 
(N=l) 

50.0% 
(N=3) 

33.3% 
(N=2) 

0% 

0% 

Primary  Provider  ratings 
of  their  own  emergency 
&  acute  care  skills 

33.2% 
(N=2) 

50.0% 
(N=3) 

16.7% 
(N=l) 

0% 

0% 

1  able  based  on  data  from  MAF  key  informant  surveys  (directors  ot 
and  providers). 

nursmg 

When  directors  of  nursing  were  asked  what  additional  skills  and  abilities 
might  improve  nursing  care,  three  directors  mentioned  additional  ACLS  and/or 
trauma  courses  and  two  directors  mentioned  better  assessment  skills.  Better 
documentation,  more  IV  practice,  and  more  self  confidence  were  mentioned  by 
one  director  each.  Primary  providers  mentioned  that  additional  experience/ 
exposure,  continuing  education,  and  moving  "a  bit  faster"  might  improve  nursings' 
acute  care  skills.  In  the  investigator's  experience,  these  comments  on  needed 
areas  of  improvement  are  much  like  those  that  directors  of  nursing  and  providers 
in  rural  full  service  hospitals  make. 

Directors  of  nursing  were  also  asked  to  rate  the  primary  providers'  clinical 
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skills  and  abilities  needed  for  acute  care  and  the  providers  were  asked  to  rate 
their  own  acute  care  skills  and  abilities.  As  is  seen  in  Table  19,  most  of  the 
ratings  by  directors  and  providers  are  "excellent"  or  "good."  Providers  tended  to 
rate  their  own  clinical  skills  slightly  higher  than  the  directors  did. 

When  asked  what  additional  skills  and  abihties  might  improve  the 
providers'  acute  care,  only  two  of  the  six  directors  made  comments.  One 
mentioned  better  follow-up  and  documentation  would  help  and  the  second 
commented  that  the  provider(s)  had  difficulty  keeping  current  due  to  small 
numbers  and  variety  of  patients.  Four  of  six  providers  made  comments  about  how 
their  care  could  be  improved.  Three  comments  indicated  that  more  experience  or 
exposure  would  help  and  one  indicated  that  Advanced  Trauma  Life  Support 
training  would  help  (which  the  provider  was  currently  studying). 

Access  to  emergency  care  for  MAP  community  residents  is  one  vital  service 
provided  by  the  MAFs.  During  the  investigators'  community  visits,  highway  road 
signs  and  sign  posts  directing  prospective  patients  to  emergency  entrances  were 
observed.  In  most  communities  "Medical  Assistance"  or  "Hospital"  road  signs 
were  clearly  visible  and  directed  the  driver  to  the  most  direct  path  to  the  MAP. 
In  one  community,  a  railroad  track  and  farm  implement  dealer  separated  the  main 
highway  from  the  MAP  and  inconsistent  road  signs  directed  one  through  a 
circuitous  route  in  a  small  residential  area  before  reaching  the  MAP.  Emergency 
entrances  at  all  facilities  were  clearly  marked  but  in  some  cases,  one  had  to 
directly  approach  the  emergency  entrance  before  it  was  evident.  Presumably, 
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most  use  of  the  emergency  entrances  was  by  local  ambulance  personnel  or 
residents  who  were  familiar  with  the  local  facility  and  its  entrance. 

During  the  community  visits,  the  investigator  also  toured  the  MAF 
emergency  rooms  (ERs)  and  emergency  entrance  areas.  By  appearances  alone, 
some  facilities'  emergency  areas  were  small  but  state-of-the-art  ERs  with  direct 
access  from  emergency  entrances  to  ERs.  Other  facilities'  emergency  areas  were 
small  exam  or  former  x-ray  rooms  around  comers  and/or  down  hallways  from  the 
emergency  entrances.  Some  ERs  had  emergency  supplies,  equipment,  and 
emergency  protocol  guidelines  on  walls  or  carts  making  them  readily  accessible  for 
care.  Others  had  much  of  their  supplies  and  equipment  stored  out  of  sight  behind 
cabinet  doors  and  some  had  no  evidence  of  posted  emergency  protocols.  One 
administrator  ejqplained  that  the  large  volume  of  dust  from  gravel  roads  in  town 
made  storing  supplies  in  cabinets  necessary. 

Despite  some  appearances,  all  directors  of  nursing  indicated  that  their 
facilities  were  well  equipped  to  care  for  emergency  patients.  On  the  MAF  key 
informant  survey,  directors  were  asked  to  indicate  which  supplies  and  equipment 
their  facilities  had  from  a  list  of  basic  but  comprehensive  emergency  room 
materials  (See  Appendix  A  for  instrument  with  list).  All  directors  indicated  that 
their  facilities  had  the  items  on  the  list  other  than  the  following:  two  without 
emergency  lab  capabilities,  one  without  emergency  respiratory  therapy  capabilities, 
one  without  chest  tube  supplies,  three  without  Nursing  History/Assessment  guides, 
and  two  without  patient  teaching  materials.  All  directors  reported  having  standing 
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orders  that  gave  guidance  on  emergency  care  of  patients  while  nurses- were 
attempting  to  reach  medical  providers. 

There  was  some  variation  among  the  MAFs  in  how  they  implemented 
requirements  for  the  availability  of  RNs  in  the  event  of  emergencies  or  inpatient 
admissions.  According  to  MAP  certification  requirements,  the  Director  of  Nursing 
or  other  registered  nurse  designated  as  the  director's  alternate  must  be  on  call  and 
available  within  20  minutes  at  all  times  when  not  otherwise  on  duty  (MAC,  1991). 
Directors  were  asked  besides  themselves,  how  many  other  RNs  shared  this 
responsibility  with  them.  One  director  reported  that  her  facility  (MAF/LTC)  had 
an  RN  on  duty  24  hours  a  day  and  thus  did  not  have  call.  The  remaining 
directors  shared  call  with  2-5  other  RNs.  Of  the  directors  who  took  call,  the 
directors  themselves  (rather  than  another  RN)  covered  the  call  responsibility  an 
average  of  64%  of  the  time  (range  25-95%).  Based  on  their  comments,  being  on 
call  was  clearly  a  hardship  for  those  directors  who  assumed  call  a  large  majority 
(90-95%)  of  the  time.  "Very  difficult  -  the  other  RNs  are  reluctant  to  take  call  as 
it  interferes  with  other  plans  they  might  have,  therefore  the  Nursing  Director  is 
unable  to  get  needed  breaks-  potential  job  burn-out."  "My  family  life  suffers  -  as 
they  have  to  take  second  place  to  my  having  to  stay  home  to  take  call." 

There  was  also  some  variation  among  the  MAFs  in  how  they  implemented 
requirements  for  the  availability  of  medical  providers  in  the  event  of  emergencies 
or  inpatient  admissions.  According  to  MAP  certification  requirements,  a 
physician,  nurse  practitioner,  or  physician's  assistant  is  on  duty  or  on  call  and 
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physically  available  at  the  facility  within  one  hour  at  all  times  unless  the  procedure 
described  in  another  section  of  the  law  is  implemented.  The  additional  procedure 
describes  the  responsibilities  of  the  director  of  nursing  or  designate  at  those  times 
when  a  medical  provider  or  nurse  practitioner  cannot  respond  within  one  hour  of 
the  patients'  first  contact  with  the  facility.  The  director  or  designate  is  to  evaluate 
the  condition  of  the  patient,  determine  whether  a  medical  provider  can  respond 
within  an  hour,  and  if  the  provider  will  not  be  available  and  the  patient's  condition 
warrants,  the  director  arranges  for  the  transfer  of  the  patient  to  another  facility 
(MAC,  1991). 

In  the  communities  with  multiple  medical  providers,  emergency  call  was 
shared  among  providers  and  their  comments  reflected  that  the  call  responsibilities 
were  an  acceptable  burden.  "Not  bad."  "Sharing  it...makes  it  less  taxing."  In 
most  of  the  communities  with  one  provider,  the  provider  assumed  all  of  the  call 
with  occasional  evenings,  weekends,  and  vacation  times  off  duty.  When  the  local 
providers  were  not  available,  the  Directors  of  Nursing  in  most  communities  knew 
this  in  advance  and  could  refer  patients  by  phone  to  another  facility  or  begin  the 
transfer  process  when  patients  arrived  at  the  ER.  Comments  regarding  call 
responsibilities  from  medical  providers  in  solo  practice  reflected  a  greater  burden. 
"Burn  out  is  real.  Being  on  call  24  hours  a  day  7  days  a  week  except  2  weekends 
per  month  creates  a  very  subtle  stress."  "80%  of  time  not  difficult  -  I'm  generally 
a  home  body  -  probably  harder  on  my  family  than  me,  hardest  times  are  kids 
sporting  events/hiking/weekend  outings,  spontaneous  trips/shopping." 
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In  one  solo-practice  provider  community,  the  provider  assumed  call 
coverage  for  the  MAP  ER  only  during  regular  office  hours.  Call  responsibilities 
were  also  assumed  when  inpatients  were  hospitalized  in  the  MAF.  At  other  times, 
the  director  of  nursing  (or  designate)  needed  to  assess  the  patient  and  then 
determine  if  the  patient  should  be  transferred  for  care  or  could  wait  until  regular 
office  hours.  The  director  stated  that  the  provider  "made  it  clear  not  to  call  after 
hours  unless  someone  [was]  dying  or  bleeding  out."  This  call  arrangement  was  in 
compliance  with  the  statutes.  The  administrator  and  provider  felt  strongly  that  the 
limited  call  was  necessary  to  "protect"  the  provider  from  burn-out  and  thus 
maintain  his  services  in  the  MAF  community.  They  referred  to  the  turn-over  of 
providers  in  another  MAF  community  without  similar  "protection"  to  validate  the 
limited  call.  The  director  of  nursing  on  the  other  hand,  indicated  that  the  call 
arrangement  left  "nurses  out  there  covering  everything  themselves"  and  "practicing 
primary  care"  because  they  couldn't  call  the  provider. 
Primary  Providers  &  Their  Practices 

The  medical  staffs  of  the  six  MAFs  were  comprised  of  family  physicians 
and  certified  physician's  assistants  (PA-C).  Some  of  the  physicians  practiced  in 
the  MAF  communities  and  some  practiced  in  other  towns  but  supervised  the  PA- 
Cs'  practices  in  the  MAF  communities.  As  outlined  on  Table  20  on  page  105,  the 
MAF  communities  had  a  range  of  one  to  three  primary  providers  who  practiced 
locally.  In  the  communities  with  PA-C  primary  providers  in  solo  local  practice, 
the  supervising  physicians  were  considered  the  medical  directors  of  the  MAFs  in 
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the  statutes  with  accompanying  requirements  for  supervision  of  and  consultation 
with  the  mid-level  providers.  During  this  study's  data  collection  period,  one 
provider  in  solo  practice  left  the  MAF  community  to  practice  elsewhere  and  the 
community  subsequently  recruited  another.  During  the  interval  between 
providers,  the  MAF  ceased  admitting  patients  and  referred  emergency  patients  to 
the  nearest  hospital.  A  second  MAF  community  with  one  provider  was  in  the 
process  of  recruiting  an  additional  provider. 


Table  20.  MAF  Medical  Staff  Composition  by  MAF  Community 

MAF  Community 

Local  Providers 

Medical  Direction 

Town  A 

MD,  PA-C 

Local 

Town  B 

DO,  PA-C  (2) 

Local 

Town  C 

PA-C 

MD  at  Distant  Site 
(35  miles  one-way) 

Town  D 

PA-C 

MD  at  Distant  Sites 
(85-245  miles  one-way) 

Town  E 

DO 

Local 

Town  F 

PA-C 

MD  at  Distant  Site 
(40  miles  one-way) 

l  able  based  on  data  trom  K.  McCarty  (personal  communication,  1995)  and 
MAF  key  informant  surveys  (providers). 

Most  of  the  data  used  for  the  remainder  of  this  description  of  the  primary 
providers  and  their  practices  were  provided  by  the  providers  themselves.  As 
reported  above,  6  of  9  (66.7%)  providers  responded  to  the  MAF  key  informant 
surveys.  The  3  nonresponding  providers  furnished  the  primary  care  in  two  MAF 
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communities,  thus  the  following  description  will  characterize  primary  care 
provision  in  four  of  six  MAF  towns. 

All  but  one  of  the  responding  providers  were  in  independent  practice  in  the 
MAF  communities;  one  provider  was  employed  by  the  Rural  Health  Clinic 
affiliated  with  the  MAF  and  LTC  Facility.  All  but  one  of  the  providers  lived  in 
town  or  within  one  mile  of  the  MAF  community,  the  remaining  provider  lived  9 
miles  away.  The  average  tenure  of  providers  in  the  MAF  towns  was  3.6  years 
with  a  range  of  1.25  to  8  years.  The  PA-C  providers  with  distant  supervision 
reported  that  they  consulted  with  their  supervising  physicians  an  average  of  4.7 
days  per  month  (range  2-8)  and  the  PA-C  providers  with  local  supervision  an 
average  of  19.3  days  per  month  (range  13.5-25). 

All  of  the  providers  reported  that  they  cared  for  patients  at  the  local  MAF 
and  LTC  Facility  as  well  as  in  their  own  clinics.  In  the  week  prior  to  the  key 
informant  survey,  providers  reported  that  they  had  seen  an  average  of  58.4 
patients  in  their  offices,  7.4  patients  in  LTC,  6.4  patients  in  the  MAF  emergency 
room,  and  1.9  inpatients  in  the  MAF.  Table  21  on  page  107  outlines  the 
providers'  estimates  of  the  proportions  of  their  overall  patient  visits  that  were  due 
to  a  variety  of  clinical  problems  or  needs.  A  total  of  59.5%  of  the  providers' 
primary  care  practices  involved  caring  for  residents  with  acute  and  chronic  medical 
problems.  Pediatric  problems  comprised  15%  of  the  providers'  practices  and  to  a 
lesser  extent  the  other  problems  and  needs  listed  on  Table  21.  Only  one  provider 
specified  the  health  problem/need  for  the  proportion  estimated  for  "other"  which 
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was  "gyn"  or  gynecological  problems.  When  payment  sources  were  averaged  for 
all  providers,  41.8%  of  their  patients  paid  for  their  care  with  Medicare,  36%  with 
private  insurance,  11%  with  Medicaid,  9%  were  self  pay,  and  2.2%  paid  by  other 
means  (Indian  Health  Service,  Workmens'  Compensation).  Four  of  the  six 
providers  indicated  that  they  had  specific  arrangements  for  someone  to  cover  their 
practices  when  they  needed  to  be  out  of  their  communities;  two  providers  had  no 
such  arrangements.  In  the  words  of  one  provider  without  practice  coverage, 
"people  must  go  35  miles  to  the  next  nearest  medical  care." 


Table  21.  Proportion  of  Providers'  Overall  Patient  Visits  by 

Clinical  Problems  or  Needs  (All  responding  providers  combined) 


Clinical  Problem  or  Need 


Average  %  of 
Patient  Visits 


Range  (%) 


Wellness  care/screening 


5.83 


2.0  -  10.0 


Education 


2.33 


0    -  10.0 


Acute  medical  problem 


28.33 


20.0  -  40.0 


Chronic  medical  problem 


31.17 


17.0  -  50.0 


Surgical  problem 


4.17 


1.0  -  10.0 


Trauma  or  injury 


6.67 


5.0  -  10.0 


Pediatric  problem 


15.00 


5.0  -  25.0 


Prenatal  care/obstetrics 


.83 


0 


5.0 


Other 


4.0 


0    -  16.0 


Table  based  on  data  from  MAF  key  informant  surveys  (providers). 
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Description  of  MAF  Community  Household  Participants 
MAF  administrators  defined  the  MAF  service  areas  from  which  the 
household  random  samples  were  drawn  (described  in  further  detail  in  Chapter  3). 
As  depicted  on  Table  22  on  page  109,  most  of  the  sampled  households  in  each 
service  area  were  located  in  the  MAF  communities  themselves  and  smaller 
numbers  were  located  in  adjacent  towns.  This  was  as  expected  since  the  MAF 
towns  had  the  largest  population  concentrations  in  their  service  areas  and  thus 
more  households  from  the  towns  were  drawn  in  the  random  sampling  process.  As 
depicted  on  Table  22,  there  was  some  variation  among  the  six  service  areas  in  the 
numbers  of  households  in  adjacent  towns  as  compared  to  those  in  MAF 
communities.  This  was  in  part  a  function  of  how  many  adjacent  towns  there  were, 
how  populous  they  were,  and  also  how  broadly  the  service  area  boundaries  were 
drawn  by  MAF  administrators.  There  was  some  concern  about  differential 
response  rates  between  residents  in  the  MAF  communities  as  compared  to 
adjacent  towns,  e.g.  residents  in  MAF  towns  might  be  more  interested  in  or 
concerned  about  the  MAF  and  primary  providers  than  those  in  adjacent  towns 
and  thus  more  likely  to  respond.  As  displayed  on  the  table,  however,  the 
proportion  of  responding  households  in  MAF  towns  as  compared  to  those  in 
adjacent  towns  were  nearly  identical  to  the  proportions  sent  out. 
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Table  23  outlines  the  number  of  responding  households  by  MAF 
community  and  all  communities  combined  as  well  as  the  number  of  residents  in 
the  responding  households.  A  total  of  1005  individual  residents  lived  in  the  381 
households  that  participated  in  the  study.  The  mean  number  of  residents  per 
responding  household  was  fairly  uniform  across  MAF  communities,  with  an  overall 
mean  of  2.6  residents  per  household  and  a  range  of  1  to  7  residents  per 
household. 


Table  23.  Responding  Households  (HHs)  and  Number  of  Residents  in 
Responding  Households  by  MAF  Community 

MAF 
Conmiunity 

#  of  Respondent 
HHs^ 

Total  #  of 
Individual  Residents 
Represented^ 

Mean  #  of 
Residents  in 
Respondent  HHs 

Town  A 

66 

181 

2.7  (range  1-6) 

Town  B 

61 

155 

2.5  (range  1-7) 

Town  C 

67 

158 

2.4  (range  1-6) 

Town  D 

63 

191 

3.0  (range  1-7) 

Town  E 

55 

135 

2.5  (range  1-7) 

Town  F 

69 

185 

2.7  (range  1-7) 

Totals 

381 

1005 

2.6  overall  mean 

iable  based  on  self-reported  d 

ata  trom  Community  H 

lealth  (Jare  Purvey. 

Useable  surveys  only. 

^otal  number  of  residents  living  in  responding  households. 

Respondents  for  the  Households 

Table  24  on  page  111  summarizes  selected  demographic  characteristics  of 
the  household  respondents,  or  those  residents  who  completed  the  surveys  for  the 
households.  Most  household  respondents  (66.8%)  were  female  and  averaged  53.7 
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years  of  age  (range  20-94).  A  majority  of  the  respondents  (71.5%)  reported  that 
they  were  in  excellent  or  good  health  and  most  (64.7%)  rated  their  knowledge  of 
local  health  care  services  as  excellent  or  good.  The  largest  proportion  (49.6%)  of 
respondents  had  lived  in  their  current  communities  more  than  30  years.  The 
mean  number  of  years  the  respondents  lived  in  the  communities  was  33.5  with  a 
range  of  1  to  94  years. 


Table  24.  Description  of  Survey  Respondents  for  the  Households* 
(All  communities  combined) 

Gender 

66.8%  Female 
(N=251) 

33.2%  Male 
(N=125) 

1.3%  missing 
(N=5) 

Age  in  years 

Mean=  53.7 

S.D.  16.6 

Range  20-94 

Health  Status 

71.5%  (N=271) 
Excellent/Good 

18.7%  (N=71) 
Average 

9.7%  (N=37) 
Fair/Poor 

Length  of  Time  in 
Community 

15.1%  (N=56) 
1-9.5  years 

35.3%  (N=131) 
10-30  years 

49.6%  (N=184) 
>30  years 

Knowledge  of  Local 
Health  Care 

64.7%  (N=240) 
Excellent/Good 

23.2%  (N=86) 
Average 

12.1%  (N=45) 
Fair/Poor 

Table  based  on  se 

If-reported  data  from  Community  Health  Care  Survey. 

Except  Gender,  percentages  reported  are  valid  percents.  There  were 
between  2  and  16  (.5  to  4.2%)  missing  values  for  the  remaining  variables. 
^Survey  Respondents  for  the  Households  were  those  who  completed  the 
surveys. 

Other  Household  Members 

Table  25  on  page  1 12  contains  a  summary  of  selected  demographic 
characteristics  of  the  other  members  of  the  participating  households.  Most 
households  (79.2%)  had  second  members  who  were  most  likely  to  be  male,  were 
50.4  years  of  age  (on  average),  and  in  good  health.  Selected  characteristics  of  the 
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remaining  members  are  as  displayed  on  the  table.  One  consistent  characteristic  of 
most  household  members  (reported  as  medians)  was  that  they  were  reportedly  in 
excellent  to  good  health.  Only  78  (7.8%)  of  all  of  the  individual  household 
residents  were  rated  as  being  in  fair  to  poor  health  status.  Not  included  on  the 
table  is  the  fact  that  a  small  proportion  (7.4%,  N=28)  of  the  households  also 
indicated  that  someone  in  their  household  worked  for  the  local  MAF. 


Table  25.  Description  of  Other  Household  Members* 
(All  communities  combined) 

Proportion  of  Households  with  a  Second  Member:  79.2%  (N=302) 

67.5  %  Male;  Mean  Age=  50.4  years,  range  5-94; 
Median  Health  Status  =  Good 

Proportion  of  Households  with  a  Third  Member:    39.3%  (N=150) 

61.3%  Male;  Mean  Age=  16.8  years,  range  1-89; 
Median  Health  Status  =  Excellent 

Proportion  of  Households  with  a  Fourth  Member:  17%  (N=103) 

48.5%  Male;  Mean  Age=  11.5  years,  range  1-32; 
Median  Health  Status  =  Excellent 

Proportion  of  Households  with  a  Fifth  Member:    11%  (N=42) 

38.1%  Male;  Mean  Age=  10.1  years,  range  1-87; 
Median  Health  Status  =  Excellent 

Proportion  of  Households  with  a  Sixth  Member:     3.4%  (N=13) 

30.8%  Male;  Mean  Age=  9.8  years,  range  2-21; 
Median  Health  Status  =  Excellent 

Proportion  of  Households  with  a  Seventh  Member:  1%  (N=4) 

50%  Male;  Mean  Age=  6.8  years,  range  2-21; 
Median  Health  Status  =  Good-Excellent 

1            1                1  J-                       1  1 — :  !■            I  \                            II       1,1  — — t' 

l  able  based  on  self-reported  data  trom  Community  Health  Care  Survey. 
^Excluding  Survey  Respondents. 
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Household  Demographic  Data 

Household  "community  affiliation"  was  determined  by  the  respondents' 
responses  to:  "When  members  of  your  household  tell  people  where  they  live,  do 
they  say  [town  name]  or  somewhere  else?"  With  all  communities  combined,  a 
total  of  76.9%  (N=289)  respondents  indicated  their  household  members  were 
affiliated  with  the  local  MAF  community  while  23.1%  (N=87)  indicated  affiliation 
with  "somewhere  else."  A  total  of  5  (1.3%)  left  the  question  blank. 

The  racial  composition  of  the  households  was  fairly  homogeneous  across 
the  six  communities.  A  total  of  95.3%  (N=363)  reported  white  or  Caucasian  only, 
0.5%  (N=  2)  reported  American  Indian,  Eskimo,  or  Aleut  only,  and  1.8%  (N=7) 
reported  both  Caucasian  and  American  Indian,  Eskimo,  Aleut  as  their  household 
racial  identification.  One  percent  (N=4)  of  the  respondents  indicated  having  a 
household  member  or  members  of  Hispanic/Latino  origin.  This  racial/ethnic 
characterization  was  as  expected.  Montana's  overall  population  is  93.4% 
Caucasian  and  the  only  other  racial  group  of  any  size  is  Native  American  (5.99% 
of  the  population).  A  total  of  1.5%  of  Montana's  residents  report  Hispanic  origin 
(U.S.  Department  of  Commerce,  1991).  None  of  the  MAF  service  areas  included 
a  portion  or  all  of  an  American  Indian  reservation  although  one  service  area  was 
proximate  to  one. 

Table  26  on  page  114  displays  an  outline  of  the  responding  households' 
yearly  income  and  health  insurance  coverage.  Fifteen  percent  (N=57)  of  the 
respondents  chose  not  to  answer  the  question  regarding  income  and  1.6%  (N=6) 
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left  the  insurance  question  blank.  As  can  be  seen  on  the  table,  the  highest 
proportion  of  households  reported  between  $10,000  to  $24,999  yearly  household 
income  before  taxes.  Despite  the  fact  that  these  data  were  collected  five  years 
later,  they  remain  consistent  with  the  1989  census  data  reported  earlier  (1989 
mean  household  income  in  six  MAF  counties  of  $18094).  To  assist  in  interpreting 
the  proportions  who  reported  higher  incomes,  one  respondent  commented,  "There 
isn't  a  farmer  in  this  area  that  has  an  income  before  taxes  of  under  $50,000. 
There  isn't  a  farmer  with  that  income  who  doesn't  owe  his  soul  to  the  bank." 

Table  26.  Yearly  Household  Income  and  Health  Insurance 
(All  communities  combined) 

Yearly  Household  (before  taxes) 

12.8%  (N=49)  =   <  10,000  

32.8%  (N=125)=  10,000-24,999  

26.8%  (N=  102)=  25,000-49,999 

12.6%  (N  =  48)  =  50,000  or  more 
All  Health  Insurance  Coverage  in  Household 

47.0%  (N=179)  =  Private  Insurance  only 

21.8%  (N=83)  =  Medicare  &  Private  Insurance 

11.6%  (N=44)  =  Self  Pay  only 
9.7%  (N=37)  =  Medicare  only 

5.8%  (N=22)  =  Other  Combinations^  

1.8%  (N=7)    =  Other  Government  Insurance  only^ 

.8%  (N  =  3)    =  Medicaid  only 

Table  based  on  self-reported  data  from  Community  Health  Care  Survey. 

^Medicare  &  Medicaid,  Medicaid  &  Private  Insurance, 

Other  Govt.  &  Medicare,  etc. 

^Veterans  Administration,  Indian  Health  Service 
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As  displayed  on  Table  26,  the  largest  proportion  of  respondents  (47%, 
N=179)  had  private  health  insurance  to  assist  in  covering  members'  health  care 
expenses.  This  finding  corresponds  with  the  average  ages  of  respondents  and  all 
other  household  members  who  were  (on  average)  too  young  for  Medicare 
coverage.  Multiple  respondents  on  the  mailed  surveys  and  telephone  interviews 
indicated  that  farming,  cattle,  and  grain  growers  associations  had  group  health 
insurance  programs  in  which  they  were  enrolled;  others  reported  insurance 
programs  through  other  employment,  and  individual  plans.  The  second  highest 
proportion  of  coverage  was  Medicare  with  supplemental  Private  Insurance  (21.5%, 
N=83).  The  third  highest  proportion  (11.6%,  N=44)  had  no  insurance  coverage 
at  all.  The  remaining  types  of  insurance  listed  in  Table  26  covered  incrementally 
fewer  proportions  of  households  with  only  three  households  (.8%)  reporting 
Medicaid  coverage  only. 

A  finding  not  reflected  in  Table  26  is  the  fact  that  20.5%  (N=78)  of  the 
respondents  responded  that  their  households  had  private  and/or  government 
health  insurance  but  also  indicated  "self-pay."  The  survey  question  regarding 
insurance  stated:  "If  you  or  any  member  of  your  household  were  hospitalized 
tomorrow,  who  do  you  think  would  pay  for  the  majority  of  the  bill."  Respondents 
were  to  circle  all  types  of  coverage  that  applied  and  "self  pay"  was  one  of  multiple 
options.  This  finding  was  not  categorized  on  the  table  due  to  its  unclear 
interpretation.  It  could  indicate  that  some  members  were  covered  by  insurance 
and  others  were  self-pay  only.  It  could  also  indicate  an  awareness  that  insurance 


116 

deductibles  and  uncertainty  about  how  much  different  plans  would  pay  might 
result  in  a  substantial  portion  to  "self-pay."  It  was  certainly  the  latter  in  at  least 
some  of  these  households,  e.g.  single  member  households,  households  in  which  all 
residents  were  Medicare  eligible  by  age.  In  the  words  of  several  telephone 
interview  participants:  "We  have  good  insurance...but  you  do  put  off  going  as  long 
as  you  can  because  you  know  it's  not  going  to  cover  it  all."  "We  have  good 
insurance  although  the  deductible  is  so  high;  it's  still  expensive."  "He's  [husband] 
on  Medicare  but  I  have  no  insurance  and  I  can't  afford  an  individual  plan."  Two 
interview  participants  described  situations  in  which  their  insurance  plans  only 
covered  surgery  on  an  outpatient  basis.  The  families  bore  the  additional  expenses 
and  care-taking  burdens  for  post-operative  care  at  home. 

As  seen  on  Table  27  on  page  117,  most  (53.5%)  participating  households 
were  located  5  miles  or  less  from  the  local  MAFs,  17.5%  were  between  6  and  15 
miles  away,  and  the  remaining  29%  were  16  or  more  miles  away.  The  mean 
distance  from  the  MAFs  among  all  households  was  10.3  miles  (range  <  or  =  1  to 
50  miles).  The  mean  number  of  miles  to  the  next  closest  source  of  emergency 
care  was  50.6  miles  with  a  range  of  13  to  175  miles.  As  can  be  seen  on  the  table, 
a  large  majority  (77%)  of  residents  reported  very  convenient  or  convenient 
transportation  if  a  household  member  needed  to  go  to  a  medical  provider  or 
hospital.  Some  respondents  commented  that  inclement  weather  and  gravel  roads 
made  travel  less  convenient  at  times;  others  indicated  they  would  call 
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Table  27.  Households'  Distance  from  Health  Care,  Convenience  of 
Transportation,  and  Importance  of  Local  Health  Care* 
(All  communities  combined) 


Number  of  Miles  (one  way)  from  Household  to  MAF 


53.5  %  (N=199)  = 
0-5  miles 


17.5%  (N=65) 
6-15  miles 


29.0%  (N=108)  = 
16  or  more  miles 


Number  of  Miles  (one  way)  from  Household  to  Next  Closest  Source  of 
Emergency  Care  (other  than  the  local  MAF) 


24.5%  (N=91)  = 
13-35  miles 


37.6%  (N=140) 
36-49  miles 


37.9%  (N=141)  = 
50  or  more  miles 


Households'  Convenience  of  Transportation 
if  a  Member  Needs  Health  Care^ 


77.0%  (N=287)  = 
Very  Convenient  or 
Convenient 


19.3%  (N=72)  = 
Somewhat  Difficult 


1.1%  (N=4)  = 
Almost  Impossible 


Importance  of  Local  Health  Care  to  the  Household 


75.7%  (N=278)  = 
Very  Important 


19.3%  (N=71) 
Somewhat 
Important 


4.9%  (N=18)  = 
Indifferent  - 
Unimportant 


able  based  on  self-reported  data  from  Community  Health  Care  Survey 
^Percentages  reported  are  valid  percents.  There  were  between  6  to  14 
(1.6-3.7%)  missing  values  for  the  variables. 
^2.7%  (N=10)  of  respondents  indicated  "I  don't  know." 


the  local  ambulance  if  unable  to  drive  themselves.  The  high  proportion  of 
households  that  reported  transportation  convenience  corresponds  with  1990  census 
data  on  number  of  vehicles  per  household.  In  the  six  counties  in  which  MAFs  are 
located,  there  was  a  mean  of  2.2  vehicles  per  household  (range  1.8  to  2.5)  in  1990 
while  the  average  for  the  state  of  Montana  was  1.9  (Department  of  Commerce, 
1994). 
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As  displayed  on  Table  27,  a  large  majority  of  respondents  indicated  that 
local  health  care  was  important.  A  total  of  95%  (N=349)  indicated  that  having 
local  health  care  services  was  very  or  somewhat  important  to  their  households. 
"Sometimes  alot  of  things  come  up;  emergency  things;  36  to  120  miles  is  too  late. 
The  closer  it  is  the  better  off  you  are.  We're  down  here  on  the  edge  of  the 
world."  "I  like  the  idea  that  it's  there,  it's  a  psychological  thing,  if  I  need  it  it's 
there."  "We're  getting  up  in  years...The  fact  that  we're  only  a  few  blocks  from  the 
care  we  need,  it's  just  comforting.  And  as  we  get  older,  I  expect  we'll  need  the 
services  more.  If  the  services  were  to  ever  close,  it  would  be  a  real  trauma." 

Although  the  question  about  the  importance  of  local  health  care  referred 
to  importance  to  household  members,  there  was  some  evidence  that  residents 
were  also  considering  the  importance  to  the  community  as  they  responded.  "Older 
people  really  need  local  services.. .although  we  still  would  go  to  [other  community] 
some  people  can't."  "I  drive  the  school  bus.  If  something  would  happen  to  one  of 
the  kids,  I  know  it's  there."  "Keep  it  in  the  community,  keep  it  going,  it's  good  for 
the  community." 

Household  Members  Utilization  of  Health  Care 

As  summarized  on  Table  28  on  page  119,  most  residents  of  the 
participating  households  were  acquainted  with  their  local  MAFs.  Slightly  over  half 
(50.9%)  reported  that  a  member(s)  had  used  the  MAF  inpatient  or  emergency 
services  some  time  in  the  past  and  nearly  all  (93.4%)  respondents  reported  that 
they  had  been  inside  the  MAF  as  a  patient,  visitor,  or  the  like.  Due  to  the 
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nonspecific  term  "ever"  in  the  question  regarding  use  of  the  MAF  for  inpatient 
and  emergency  services,  there  was  some  evidence  that  the  affirmative  responses 
may  have  been  inflated  by  including  use  of  the  hospital  prior  to  the  existence  of 
the  MAF. 


Table  28.  Household  Members'  Familiarity  with  Local  MAF 
(All  communities  combined) 


Proportion  of  Households  who  Report  Members  Ever  Being  Hospitalized  In 
or  Receiving  Emergency  Care  at  the  Local  MAF 


YES  =  50.9%  (N=192)  NO  =  49.1%  (N=185) 


Proportion  of  Respondents  who  Report  Ever  Being  Inside  the  Local  MAF^ 


YES  =  93.4%  (N=355)  NO  =  6.6%  (N=25) 


Based  on  self-reported  data  from  the  Community  Health  Care  Survey. 
The  percentages  reported  are  valid  percents.  There  were  4  and  1  (1-.31%) 
missing  values  for  the  two  variables,  respectively, 
^as  a  patient,  visitor,  etc. 


Despite  the  residents'  familiarity  with  their  local  MAF,  being  hospitalized  in 
the  MAF  or  any  other  facility  was  a  somewhat  rare  event  for  members  of  the 
participating  households.  As  outlined  on  Table  29  on  page  120,  39.8%  (N=150) 
of  the  households  had  members  who  were  hospitalized  anywhere  in  the  two  years 
prior  to  the  survey.  The  number  of  hospitalizations  per  household  ranged  from  0 
to  9.  When  the  total  number  of  hospitalizations  is  adjusted  by  the  total  number  of 
household  residents,  the  rate  is  roughly  .14  hospitalizations  per  person  per  year 
which  is  similar  to  the  .129  figure  reported  for  all  rural  residents  in  the  U.S. 
(National  Center  for  Health  Statistics,  1994). 
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Table  29.  Proportion  of  Households  With  Members  Hospitalized  Anywhere 
in  the  Past  Two  Years  and  Number  of  Hospitalizations 
(All  communities  combined) 

Numbers  of  Hospitalizations 

Proportions  (N)  of  Households 

0  Hospitalizations 

60.2  %  (N=227) 

1  Hospitalization 

21.5  %  (N=81) 

2  or  More  Hospitalizations 

18.3%  (N=69) 

Based  on  self-reported  data  from  the  Community  Health  Care  Survey. 
The  percentages  reported  are  valid  percents.  There  were  4  (1%)  missing 
values  for  the  survey  question. 

Table  30  on  page  121,  summarizes 

the  proportions  of  households  with 

members  who  were  hospitalized  in  various  locations  within  two  years  prior  to  the 
survey.  There  were  a  total  of  37  households  with  1  to  4  hospitalizations  at  the 
local  MAF  in  the  prior  two  years  and  40  households  with  1  to  6  hospitalizations  at 
the  closest  rural  town  with  full  service  hospital.  A  total  of  53  households  reported 
from  1  to  5  hospitalizations  in  the  next  closest  larger  town  and  52  households 
reported  from  1  to  6  hospitalizations  in  the  closest  large  town  or  city.  Twenty-six 
households  had  from  1  to  3  inpatient  stays  in  other  locations. 

It  was  of  interest  to  examine  the  MAFs'  "market  share"  or  that  proportion 
of  the  total  number  of  hospitalizations  in  the  local  service  area  that  occurred  in 
the  MAFs  as  compared  to  other  facilities.  Some  households  had  multiple 
hospitalizations  in  more  than  one  location,  thus  Table  30  characterizes  household 
use  by  various  locations  but  not  marketshare.  Table  31  on  page  122  displays  the 
proportion  of  the  total  number  of  hospitalizations  or  marketshare  accounted  for 
by  various  locations.  As  is  seen  on  the  table,  17.9%  of  the  total  hospitalizations 


121 


Table  30.  Proportion  of  Households  With  Hospitalizations 

(Hosps.)  in  the  Past  Two  Years  by  Location^  and  Number 
of  Hospitalizations  (All  communities  combined) 

Local  MAF 

0  Hosps- 
90.2%  (N=340) 

1  Hosp- 
7.7%  (N=29) 

2  or  More  Hosps- 
2.1%  (N=8) 

Qosest  Rural  Town  with  FuU  Service  Hospital 

0  Hosps- 

.  89.4%  (N=337) 

1  Hosp- 
9.0%  (N=34) 

2  or  More'Hosps- 
1.6%  (N=6) 

Qosest  Next  Larger  Town 

0  Hosps- 
85.9%  (N=324) 

1  Hosp- 
9.8%  (N=37) 

2  or  More  Hosps- 
4.3%  (N=16) 

Qosest  Large  Town/City 

0  Hosps- 
86.2%  (N=325) 

1  Hosp- 
10.1%  (N=38) 

2  or  More  Hosps- 
3.8%(N=14) 

Other  Locations 

0  Hosps- 
93.1%  (N=351) 

1  Hosp- 
5.6%  (N=21) 

t  1 — :  1"            .  1  r  \  ' 

2  or  More  Hosps- 
1.4%  (N=5) 

The  percentages  reported  are  valid  percents.  There  were  4  (1%)  missing 
values  for  the  survey  question. 

^Locations  were  towns/cities  at  incrementally  larger  distances  from  MAF 
town.  In  nearly  all  cases  the  towns/cities  increased  in  size  as  distance  from 
MAF  town  increased  and  the  size  of  the  hospitals  in  those  towns/cities 
increased. 


occurred  in  the  MAFs.  Given  that  the  MAFs  provided  medium  to  low  complexity 
services  only  and  did  not  offer  surgery  or  obstetrics,  this  seemed  to  be  a 
respectable  proportion  of  the  remaining  hospitalizations.  It  was  also  almost 
identical  to  the  proportion  (17.5%)  of  hospitalizations  at  the  closest  full  service 
rural  hospital.  Slightly  more  than  half  (53.3%)  of  inpatient  stays  occurred  in  the 


122 


Table  31.  Number  (%)  of  Total  Hospitalizations  in  the  Past  Two  Years  by 
Location  (%  Marketshare)      (All  communities  combined) 


Total  Number  of  Hospitalizations 


285  hospitalizations 


Local  MAF 


51  (17.9%  of  total) 


Qosest  Rural  Town  with  Hospital 


50  (17.5%  of  total) 


Qosest  Next  Larger  Town 


75  (26.3%  of  total) 


Qosest  Large  Town/Qty 


77  (27.0%  of  total) 


Other  Locations 


32  (11.2%  of  total) 


Based  on  self-reported  data  from  the  Community  Health  Care  Survey. 
The  percentages  reported  are  valid  percents.  There  were  4  (1%)  missing 
values  for  the  survey  question. 


closest  larger  towns  or  large  towns/cities. 

Household  respondents  who  reported  that  members  were  hospitalized  in  a 
facility  other  than  the  local  MAF  were  asked  why  non-local  health  care  facilities 
were  used.  Of  those  who  responded  to  the  question,  94.4%  (N=118)  indicated 
that  "services  not  provided  locally"  was  a  reason  and  only  5.6%  (N=7)  indicated 
this  was  not  a  reason.  Nearly  half  (49.5%,  N=49)  indicated  that  "quality  of 
services  better  elsewhere"  was  a  reason  and  the  other  half  (50.5%,  N=50) 
indicated  this  was  not  a  reason.  "Referred  by  local  provider"  was  cited  as  a  reason 
by  46.8%  (N=44)  and  53.2%  (N=50)  indicated  this  was  not  a  reason.  Most  of  the 
residents  who  responded  to  this  question  reported  that  "services  less  expensive 
elsewhere,"  "referred  by  a  non-local  provider,"  "non-local  hospital  easier  to  get  to," 
and  "more  privacy"  were  not  reasons. 

Unlike  the  relative  infrequency  of  hospitalizations  reported  above,  nearly 
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all  households  had  medical  care  visits  in  the  year  prior  to  the  survey.  As  displayed 
on  Table  32,  92.5%  (N=347)  of  the  households  had  a  member  or  members  who 
had  at  least  one  medical  care  visit  in  the  past  year  and  the  largest  proportion  of 
households  reported  between  three  and  ten  visits.  The  mean  number  of  visits  per 
household  was  8.0  and  the  range  was  0  to  37.  When  the  total  number  of  medical 
care  visits  are  adjusted  by  the  total  number  of  household  residents,  the  rate  is 
roughly  3.02  visits  per  person  per  year  which  is  nearly  the  same  as  the  3.3  office 
visits  reported  for  all  rural  residents  in  the  U.S.  (National  Center  for  Health 


Statistics,  1994). 

Table  32.  Proportion  of  Households  With  Members  Who  Had  Medical  Care 
Visits  Anywhere  in  the  Past  Year  and  Number  of  Visits 
(All  communities  combined) 

Number  of  Medical  Care  Visits 

Proportions  (N)  of  Households 

0  Visits 

7.5  %  (N=28) 

1-2  Visits 

15.7  %  (N=59) 

3-10  Visits 

49.6%  (N=186) 

11  or  More  Visits 

27.2%  (N=102) 

Based  on  self-reported  data  from  the  Community  Health  Care  Survey. 
The  percentages  reported  are  valid  percents.  There  were  6  (1.6%)  missing 
values  for  the  survey  question. 


The  local  primary  providers'  market-share  or  proportion  of  total  medical 
care  visits  to  local  providers  reported  by  the  households  in  the  service  area  as 
compared  with  visits  to  providers  in  other  locations  was  substantial.  As  seen  in 
Table  33  on  page  124,  more  than  half  (52%)  of  the  total  medical  care  visits  were 
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with  local  primary  providers  as  compared  to  the  smaller  proportions  in  other 
locations.  The  visits  reported  in  the  local  MAF  towns  were  with  physician  and/or 
P.A.  primary  care  providers  while  the  visits  in  other  locations  were  with  physicians 
(primary  care  and/or  specialists),  P.A.S,  and/or  N.P.s  combined. 

Household  respondents  who  reported  that  members  received  medical  care 
outside  the  local  MAF  community  were  asked  why  non-local  medical  providers 
were  used.  Of  those  who  responded  to  the  question,  83.6%  (N=225)  indicated 


that  "services/specialty  not  provided  locally"  was  a 

reason  and  16.4%  (N=44) 

Table  33.  Number  (%)  of  Total  Medical  Care  Visits^  in  the  Past  Year  by 
Location  (%  Meirketshare)  (All  communities  combined) 

Total  Number  of  Medical  Care  Visits 

3034  visits 

Local  MAF  town 

1578  (52.0%  of  total) 

Qosest  Rural  Town 

400  (13.2%  of  total) 

Qosest  Next  Larger  Town 

478  (15.8%  of  total) 

Qosest  Large  Town/City 

411  (13.6%  of  total) 

Other  Locations 

167    (5.5%  of  total) 

Based  on  selt-reported  data  from  the  Community  Health  Care  burvey. 
The  percentages  reported  are  valid  percents.  There  were  6  (1.6%)  missing 
values  for  the  survey  question. 

^Medical  care  visits  include  visits  to  any  provider,  e.g.  physicians,  P.A.s, 


NPs. 

indicated  this  was  not  a  reason.  More  than  half  (54.2%,  N=115)  indicated  that 
"quality  of  services  better  elsewhere"  was  not  a  reason  while  45.8%  (N=97) 
indicated  this  was  a  reason.  "Referred  by  local  provider"  was  cited  as  a  reason  by 
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42.3%  (N=93)  and  57.7%  (N=127)  indicated  this  was  not  a  reason.  "Referred  by 
non-local  provider"  was  cited  as  a  reason  by  22.7%  (N=47)  and  77.3%  (N=174) 
indicated  this  was  not  a  reason.  Most  of  the  residents  who  responded  to  this 
question  reported  that  "services  less  expensive  elsewhere,"  "takes  too  long  to  get 
an  appointment  with  local  providers,"  "wait  in  office  to  see  local  providers  too 
long,"  "non-local  providers  easier  to  get  to,"  and  "more  privacy"  Were  not  reasons. 

Household  respondents  who  reported  that  members  received  medical  care 
outside  the  local  MAF  community  were  asked  the  medical  specialties  of  the 
providers  seen.  This  question  was  meant  to  ascertain  whether  household 
members  were  traveling  to  see  medical  providers  who  offered  the  same  services 
(primary  care)  as  the  providers  in  their  local  communities.  Of  those  who 
responded  to  the  question,  58.4%  (N=167)  indicated  seeing  medical  specialists 
other  than  family  practice  only,  17.5%  (N=50)  indicated  family  practice  only,  and 
24.1%  (N=69)  indicated  family  practice  and  other  medical  specialties.  Other  than 
family  practice,  the  most  common  out-of-town  medical  specialties  seen  were: 
OB/Gyn,  General  Surgery,  Orthopedics/Orthopedic  Surgery,  Internal  Medicine, 
Cardiology/Cardiac  Surgery,  Pediatrics,  Urology,  and  Ophthalmology. 

Most  (75.7%;  N=278)  respondents  reported  that  all  or  at  least  one  of  their 
household  members  had  a  personal  primary  care  provider  who  they  expected  to 
care  for  most  of  their  health  needs.  This  finding  is  somewhat  lower  than  similar 
national  data.  As  reported  in  the  National  Medical  Expenditure  Survey,  85%  of 
people  in  rural  areas  identified  a  usual  source  of  health  care  and  93.6%  were  able 
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to  identify  a  particular  medical  provider  at  their  usual  source  of  care  (Braden  & 
Beauregard,  1994).  The  ability  to  identify  a  usual  source  and  provider  of  care  has 
traditionally  been  considered  one  indicator  of  access  to  care.  Nearly  one  fourth 
(24.3%)  of  the  respondents  in  this  dissertation  study  indicated  that  no  one  in  the 
household  had  a  personal  primary  care  provider. 

Of  those  households  with  a  personal  primary  care  provider,  37.1% 
(N=102)  reported  that  their  provider(s)  for  the  household  was  located  in  the  local 
MAF  town  and  13.8%  (N=38)  indicated  their  providers  were  both  in  the  MAF 
town  and  another  location.  The  remaining  households  with  personal  providers 
(49.1%,  N=135)  reported  one  or  more  towns/cities  not  including  the  local  MAF 
town  as  the  location(s)  of  their  providers.  So  despite  the  fact  that  more  than  half 
(52%)  of  the  total  medical  care  visits  reported  by  these  household  were  made  in 
the  local  MAF  towns,  nearly  half  (49.1%)  of  the  households  with  personal  primary 
care  providers  reported  only  out-of-town  providers  and  an  additional  13.8% 
reported  out-of-town  providers  for  some  of  their  members.  To  explore  this  issue 
further,  the  total  number  of  medical  care  visits  were  analyzed  separately  for  those 
households  with  and  without  a  local  personal  primary  care  provider.  Households 
with  personal  provider(s)  in  the  local  town  had  a  mean  of  10.5  medical  care  visits 
in  the  prior  year  (range  0  to  37)  while  those  with  out-of-town  personal  providers 
had  a  mean  of  6.5  visits  (range  0  to  32).  In  addition,  only  2.8%  (N=4)  of  the 
households  with  personal  providers  in  the  local  town  reported  no  medical  care 
visits  in  the  prior  year  while  10.3%  (N=24)  of  the  households  with  non-local 
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providers  had  no  visits. 

Nearly  all  of  the  households  with  personal  primary  care  providers  in  any 
location  for  one  or  more  members  reported  high  levels  of  satisfaction  with  the 
care  they  received  from  these  providers.  "Very  satisfied"  was  reported  by  71.8% 
(N=196)  and  "somewhat  satisfied"  was  reported  by  23.4%  (N=64).  Only  2.2% 
(N=6)  of  the  respondents  indicated  that  household  members  were  somewhat  or 
very  dissatisfied  with  their  providers'  care.  Of  those  households  with  personal 
providers  in  the  local  MAF  towns,  68.1%  (N=98)  indicated  they  were  very 
satisfied  and  27.1%  (N=39)  somewhat  satisfied.  A  few  (2.8%,  N=4)  responded 
that  they  were  somewhat  or  very  dissatisfied. 

Specific  Aims  and  Hypotheses 

Specific  Aim  #1 

Specific  aim  #1  for  this  research  was  to  describe  residents'  views  of  the 
characteristics  of  the  care  system.  Household  respondents  expressed  many  similar 
as  well  as  diverse  views  about  their  local  health  care  services  which  they  shared 
generously  on  survey  questions  and  written  comments  on  the  Community  Health 
Care  Survey.  Comments  were  written  in  margins  around  survey  questions,  filled 
the  given  spaces  on  open  ended  questions,  and  were  written  on  attached  notes 
when  respondents  had  more  to  say  than  the  given  space  would  allow.  A  total  of 
71.3%  (N=271)  of  the  community  respondents  provided  at  least  one  written 
comment  on  the  mailed  surveys  and  33.9%  (N=129)  provided  at  least  two.  More 
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than  half  (51.5%,  N=187)  of  the  respondents  also  agreed  to  be  contacted  for  a 
telephone  interview  to  provide  additional  views  about  local  health  care.  Clearly, 
local  health  care  was  of  interest  to  most  of  these  household  respondents. 

Household  respondents  were  asked  their  opinions  about  the  number  of 
different  types  of  health  care  services  provided  by  their  local  MAF.  As 
summarized  on  Table  34,  the  majority  (77.3%,  N=252)  of  respondents  indicated 
that  the  number  of  services  should  stay  about  the  same.  Those  who  indicated  that 
the  number  of  services  should  change  (increase  or  decrease)  were  asked  what 
services  should  be  added  or  discontinued.  Of  the  59  comments  recommending 
increased  services,  54.2%  (N=32)  suggested  changes  in  existing  or  additional 
services,  32.2%  (N=19)  suggested  changes  regarding  providers,  and  13.6%  (N=8) 
suggested  additional  or  improved  equipment.  Suggested  changes  in  existing 
services  included  better  lab/x-ray,  physical  therapy,  and  emergency  care;  increased 


Table  34.  Household  Residents*  Views  About  the  Number  of  Different  Types^ 
of  Health  Care  Services  Provided  by  the  Local  MAFs 
(All  communities  combined) 

Responses 

N 

.% 

Services  should  stay  about  the  same 

252 

77.3% 

Services  should  increase 

60 

18.4% 

Services  should  decrease 

6 

1.8% 

"Don't  know" 

8 

2.5% 

Based  on  data  from  the  Community  Health  Care  Survey. 
Percentages  reported  are  valid  percents.  There  were  55  (14.4%)  missing 
values  for  the  question. 

^Examples  of  different  types  of  services  (lab,  x-ray,  emergency  care)  were 
given  in  the  survey  question. 
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inpatient  beds;  and  "more  patients."  Additional  services  suggested  were 
chiropractic,  eye  care,  obstetrics,  surgery,  dialysis,  and  "hospital."  Increased 
services  related  to  providers  included  improved  availability  in  emergencies,  the 
need  for  a  physician  rather  than  PA,  the  need  for  more/a  choice  of  primary 
providers,  and  the  need  for  a  dentist.  Comments  about  additional  or  improved 
equipment  referred  to  lab,  x-ray,  and  emergency  equipment.  Only  two  of  the  six 
respondents  who  recommended  decreased  services  specified  what  should  be 
discontinued:  "lab/x-ray  because  equipment  is  too  old"  and  "stabilize  and  transport 
only." 

Respondents  for  the  households  were  asked  to  rate  their  local  MAF  in  a 
variety  of  areas  to  obtain  their  views  about  access  to  acute  and  emergency  care. 
As  displayed  on  Table  35  on  page  130,  respondents  gave  the  highest  ratings  for 
building  cleanliness  and  condition  and  staff  concern  and  compassion.  More  than 
half  of  the  respondents  also  rated  the  following  local  MAF  services  as  excellent  to 
good:  overall  quality  of  care,  medical  and  nursing  care,  "personal"  aspects  of  care, 
emergency  care,  ability  to  answer  health  questions,  and  acceptability  as  a  source  of 
care.  Respondents  gave  lower  ratings  for  food  and  outpatient  services, 
reasonableness  of  charges,  and  financial/billing  services. 

As  reported  previously,  only  37  households  in  the  combined  community 
data  set  reported  MAF  inpatient  stays  in  the  two  years  prior  to  the  survey.  This 
small  number  likely  accounted  for  the  large  proportion  of  household  respondents 
who  reported  "don't  know"  on  many  of  the  rating  categories.  Other  household 
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Table  35.  Household  Respondents'  Rating  of  the  Local  MAF  by  Selected 
Categories  (All  communities  combined) 

Excellent/ 
Good 

Fair/ 
Poor 

Don't 
Know 

^-/Vcraii  cjuaiiiy  oi  care 

JO.O  /O 

(N=207) 

1  ^  /^C^, 
1  J.OTO 

(N=55) 

o.O  /C 

(N=30) 

1  /  .\J  /o 

(N=60) 

\/ff*HiV"jil  fjirp 

(N=188) 

16  8% 
(N=59) 

'  1"^  7% 
(N=48) 

16 

(N=56) 

56  2% 
(N=199) 

16  4% 
(N=57) 

6  3% 
(N=22) 

20  1  % 
(N=70) 

iXCcloL/llaUlCllCoo  (Jl 

charges 

(N=128) 

?6  Q% 
(N=94) 

14  6% 
(N=51) 

??  0% 
(N=77) 

oian  concern/cornpassion 

OZ.J  /c 

(N=217) 

i'f.  1  /c 

(N=49) 

0. 1  /o 
(N=21) 

1  7 

(N=60) 

"Personal"  aspects  of  care 

J  J.JTO 

(N=191) 

l  1 . 1  /o 

(N=61) 

J.070 

(N=20) 

ZU.y  /c 

(N=72) 

l-<  1  1 1  1 1  T1                O  O  Tl  1 1  T1      C  C 

ljuiiuing  cicdniincsb 
/condition 

/O.J  /c 

(N=269) 

y.y  /C 

(N=35) 

L.\j  /O 

(N=7) 

1 1 

11.0/0 

(N=41) 

1— <  rn  tfi  T*  rr    n  r*i  /      o  t" 

rirncrgcncy  cd.rc 

(N=190) 

1  1  QQ/r 

(N=42) 

111"% 
(N=39) 

(N=82) 

J  /  .o  /o 

(N=129) 

(N=45) 

u.o  /o 

(N=23) 

4?  4% 
(N=145) 

Billing  & 
financial  services 

44.1% 
(N=153) 

20.7% 
(N=72) 

9.2% 
(N=32) 

25.9% 
(N=90) 

Outpatient  services 

47.3% 
(N  =  166) 

18.8% 
(N=66) 

9.4% 
(N=33) 

24.5% 
(N=86) 

Ability  to  answer 
health  questions 

53.5% 
(N=187) 

15.2% 
(N=53) 

11.4% 

(N=40) 

19.8% 
(N=69) 

Acceptability  as 
source  of  care 

52.6% 
(N=180) 

17.3% 
(N=59) 

11.4% 
(N=39) 

18.7% 
(N=64) 

Based  on  ratings  from  the  (Jommunity  Health  Care  Survey. 
Percentages  reported  are  valid  percents.  There  were  between  28  and  39 
(7.3-10.2%)  missing  values  for  the  different  variables. 
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respondents  apparently  rated  the  MAF  based  on  emergency/outpatient  care 
encounters,  what  they  heard  from  other  community  residents,  and/or  on 
experiences  pre-dating  two  years  before  the  survey  period. 

Respondents  for  the  households  were  also  asked  to  rate  selected  aspects  of 
medical  care  in  their  communities  to  obtain  their  views  about  access  to  medical 
care.  As  summarized  on  Table  36  on  page  132,  concern/compassion  for  patient 
and  ability  to  get  appointment  quickly  were  the  most  highly  rated  areas  by  the 
household  respondents.  More  than  half  of  the  respondents  also  rated  as  excellent 
or  good,  overall  quality  of  care,  competence  of  primary  providers  and  their 
support  staff,  "personal'  aspects  of  care,  and  ability  to  get  health  questions 
answered.  Waiting  time  in  the  office  and  acceptability  of  provider  as  a  source  of 
care  were  rated  as  excellent  or  good  by  slightly  less  than  half  of  the  respondents. 
The  lowest  ratings  were  given  for  reasonableness  of  charges,  night  and  weekend 
care  availability,  and  consultation  with  specialists.  Reflecting  the  higher 
proportion  of  households  that  used  the  primary  providers  as  compared  to  the 
MAF,  slightly  fewer  respondents  reported  "don't  know"  on  the  ratings  of  medical 
care.  Slightly  more  respondents  rated  aspects  of  medical  care  as  fair  or  poor  than 
the  ratings  of  the  MAF  services. 

To  elicit  slightly  different  evaluative  perceptions  of  access  to  health  care 
services,  respondents  were  asked  to  report  their  level  of  satisfaction  with  various 
aspects  of  local  health  care  services  and  providers.  As  displayed  on  Table  37  on 
page  133,  these  household  respondents  reported  that  they  were  highly  satisfied 
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Table  36.  Household  Respondents'  Ratings  of  Local  Medical  Care  by 
Selected  Categories  (All  communities  combined) 


1 

1 

Excellent/ 
Good 

Average 

Fair/ 
Poor 

Don't 
Know 

Overall  quality  of  care 

56.2% 
(N=204) 

22.0% 
(N=80) 

10.5% 
(N=38) 

11.3% 
(N=41) 

Competence  of  primary 
care  providers 

51.3% 
(N=180) 

20.8% 
(N=73) 

'  13.4% 
(N=47) 

14.5% 
(N=51) 

Reasonableness  of 
charges 

43.2% 
(N=154) 

28.9% 
(N=103) 

12.9% 
(N=46) 

15.1% 
(N=54) 

Concern/compassion 
for  patient 

62.1% 
(N=218) 

16.2% 
(N=57) 

9.7% 
(N=34) 

12.0% 
(N=42) 

"Personal"  aspects 
of  care 

56.1% 
(N=197) 

19.4% 
(N=68) 

7.4% 
(N=26) 

17.1% 
(N=60) 

Competence  of 
support  staff 

55.4% 
(N=197) 

19.2% 
(N=68) 

9.3% 
(N=33) 

16.1% 
(N=57) 

Night  &  weekend 
care  availability 

37.4% 
(N=134) 

17.3% 
(N=62) 

20.7% 
(N=74) 

24.6% 
(N=88) 

Ability  to  get  appt. 
quickly 

62.1% 

(N=221) 

14.9% 

(N=53) 

8.7% 
(N=31) 

14.3% 
(N=51) 

Waiting  time  in  office 
with  appointment 

48.4% 
(N=172) 

22.3% 
(N=79) 

12.1% 
(N=43) 

17.2% 
(N=61) 

Ability  to  get  health 
questions  answered 

52.6% 
(N=189) 

20.3% 
(N=73) 

11.4% 
(N=41) 

15.6% 
(N=56) 

Acceptability  of 
provider  as 
source  of  care 

49.5% 
(N  =  172) 

19.0% 
(N=66) 

13.6% 
(N=47) 

17.9% 
(N=62) 

Consultation  with 
specialists 

42.4% 
(N=147) 

13.5% 
(N=47) 

14.1% 
(N=49) 

30.0% 
(N=104) 

Based  on  ratings  from  the  Community  Health  Care  iSurvey. 
Percentages  reported  are  valid  percents.  There  were  between  18  and  34 
(4.7-8.9%)  missing  values  for  the  different  variables. 
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Table  37.  Household  Respondents'  Report  of  Satisfaction  with 

Selected  Local  Health  Care  Services  (All  communities  combined) 


Very/ 
Somewhat 
Satisfied 


Indifferent 


Somewhat/ 

Very 
Dissatisfied 


Don't 
Know 


MAF 


68.8% 
(N=245) 


9.6% 
(N=34) 


11.0% 
(N=39) 


10.7% 
(N=38) 


Emergency  care 


62.0% 
(N=222) 


7.4% 
(N=26) 


9.4%' 
(N=33) 


20.2% 
(N=71) 


Primary  care 
(medical)  providers 


62.9% 
(N=212) 


7.1% 
(N=24) 


12.8% 
(N=43) 


17.2% 
(N=58) 


Dentist 


39.3% 
(N=123) 


9.6% 
(N=30) 


13.4% 
(N=42) 


37.7% 
(N=118) 


Pharmacy  services 


61.2% 
(N=215) 


10.5% 
(N=37) 


14.0% 
(N=49) 


14.2% 
(N=50) 


Ambulance 


69.1% 
(N=244) 


3.4% 
(N=12) 


2.2% 
(N=8) 


25.3% 
(N=89) 


Counseling/mental 
health  services 


15.2% 
(N=51) 


10.4% 
(N=35) 


8.4% 
(N=28) 


66.1% 
(N=222) 


Alcoholism/drug 
abuse  treatment 


9.3% 
(N=31) 


11.4% 

(N=38) 


6.6% 
(N=22) 


72.6% 
(N=241) 


Hospice 


14.6% 
(N=48) 


8.5% 
(N=28) 


6.0% 
(N=20) 


70.9% 
(N=234) 


Home  health  care 


30.9% 
(N=108) 


11.2% 
(N=39) 


4.6% 
(N=16) 


53.3% 
(N=186) 


Nursing  Home 
care 


54.9% 
(N=191) 


5.5% 
(N=19) 


4.9% 
(N=17) 


34.8% 
(N=121) 


Available  night 
/weekend  care 


49.9% 
(N=138) 


10.1% 
(N=35) 


15.9% 
(N=55) 


34.1% 
(N=118) 


Based  on  ratings  from  the  Community  Health  Care  Survey. 
Percentages  reported  are  valid  percents.  There  were  between  25  and  68 
(6.6-17.8%)  missing  values  for  different  variables  (The  higher  number  of 
missing  values  were  on  questions  about  services  not  available  in  individual 
communities). 
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with  many  health  care  services  and  providers,  which  is  consistent  with  the 
literature  on  consumer  satisfaction.  A  majority  of  respondents  indicated  they  were 
veiy  or  somewhat  satisfied  with  all  of  the  health  care  services  that  were  available 
in  every  MAF  community  (MAF,  emergency  care,  medical  providers,  pharmacy, 
ambulance,  and  nursing  home).  Half  (49.9%)  of  the  respondents  indicated  they 
were  very  or  somewhat  satisfied  with  available  night/weekend  care,  a  service  that 
was  available  much  of  the  time  in  nearly  all  MAF  communities.  The  health  care 
services  for  which  lower  proportions  of  respondents  reported  very  or  somewhat 
satisfied  were  those  that  were  not  available  in  some  or  all  local  communities  (e.g. 
dentist,  hospice)  and/or  not  used  by  many  residents  and  thus  not  as  visible  (e.g. 
counseling/mental  health). 

It  is  interesting  to  note  that  the  proportions  of  respondents  indicating  high 
levels  of  satisfaction  were  generally  higher  than  the  proportions  who  gave 
excellent  or  good  ratings  on  the  same  health  care  service/provider.  Medical  care, 
for  example,  was  rated  as  excellent  or  good  by  56.2%  (overall  quality),  51.3% 
(competence),  and  49.5%  (acceptability)  on  Table  36.  For  satisfaction  with 
primary  care  (medical)  providers,  however,  62.9%  of  the  respondents  indicated 
they  were  very  or  somewhat  satisfied  on  Table  37.  The  MAF  services  were  rated 
as  excellent  or  good  by  58.8%  (overall  quality),  53.6%  (medical  care),  56.2% 
(nursing  care),  52.6%  (acceptability)  on  Table  35,  while  68.8%  reported  being  very 
or  somewhat  satisfied  on  Table  37.  Some  residents  then  indicated  being  satisfied 
with  services  they  rated  as  average,  less  than  average,  or  didn't  know  enough 
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about  to  rate. 

Respondents  were  asked  to  indicate  where  household  members  would  first 
seek  health  care  for  a  variety  of  health  needs/problems.  A  summary  of  their 
responses  is  found  in  Table  38  on  page  136.  The  survey  question  yielded 
information  about  residents'  willingness  or  intent  to  use  services  as  well  as 
knowledge  about  what  services  were  offered  or  not  offered.  It  is  unknown  to  what 
extent  other  factors  may  have  influenced  their  responses,  e.g.  where  they  would 
like  to  go  vs  where  they  would  need  to  go  for  practical  reasons.  For  some  health 
problems  it  is  possible  that  "first  seek"  was  interpreted  differently  than  it  was 
intended,  e.g.  where  a  pregnancy  test  would  be  done  followed  by  referral  for 
prenatal  care/delivery  or  where  initial  diagnosis  of  a  knee  problem  would  be  done 
followed  by  referral  for  surgery. 

As  displayed  on  Table  38,  most  residents  knew  what  services  were  and 
were  not  offered  by  the  MAFs  and  local  providers.  Half  or  nearly  half  of  the 
respondents  indicated  that  their  family  members  would  first  seek  care  locally  for 
the  services  that  are  offered  in  the  MAP  communities  (broken  arm, 
physical  exam,  pneumonia,  injury  from  a  fall,  and  chest  pain).  When  respondents 
indicated  that  their  household  members  would  bypass  the  local  MAFs  for  care 
that  the  MAFs  offered,  they  generally  indicated  they  would  bypass  the  closest  full 
service  rural  hospital  also.  In  fact,  other  than  for  pregnancy/delivery, 
proportionately  few  respondents  indicated  that  the  closest  rural  hospital  was 
where  they  would  first  seek  care.  When  the  proportions  of  households  indicating 


136 


a 


«  .£ 
^  E 

e  s 

"3  "S 

o  2 

•7  o 

C 

^  E 
t: 

O  4j 
=3  2 

^  c 


00 


o 

Z  " 


V5  O 


C 

o 
< 


o 


00 
00 


to 


oc 
oo 


II 


O 


c 


II 

Z 


OS 

11 

Z 
o 

00 


o 

00 


o 


II 

Z 

00 


On 


E 

C 

o 


IT 
z 


CO 


ON 


00 


00 


o 


00 


CO 


II 

Z 


11 

z 


o 


00 

II 

Z 


CO 
CO 


E 

CO 


CO 


> 


CO 


CO 

II 

z 

o 

<N 


00 


00 

m 


00 


o 


c 
E 

=3 

c 
(X 


o 

II 

Z 

00 

CO 


o 

00 

IF 
z 


CM 

ON 


00 
CM 


CM 

II 

Z 


CO 


CO 
o 


CN 


00^ 

CO 

II 

II 

Z 

Z^ 

00 

ON 

T-H 

CO 
CO 


CO 


CO 


CO 

a: 


CI,  CO 

a-  i- 
<  S 


II 

Z 

00 

CO 


o 


CM 

NO 


o 


o 


CO 
to 


E 

o 


11 

z 


On 

NO 


ON 

00 


o 


o 


ON 


.2 
*c 

> 

i-i 

(U 

> 

CO 

E 

00* 
I 

to 


CO 

T3 
C 


c 


V5 


C/2 

(U 
3 

C  5 
c   ^  ^ 
CO 

?^  c 

3  c/; 
E  ^  ^  ^ 

C 

U-  CO 


p 

E 

3 


c 
<u 
•o 
c 

D  O 

c/; 

<U 


E 
o 


o 

U 


C  73 
>  C3 

(u  x; 

t  

c  .2  (u 

(->      -4->      ■♦->     .  1 

1^  i:; 

^  o  CLtd 

—    (U  ^ 

°  C 
D 


V5     C  W, 


o 
c 

c 

CO 


137 

they  would  first  seek  care  in  the  next  larger  town  and  next  large  town/city  were 
combined,  more  than  a  third  (31.1%)  would  go  to  one  of  these  distant  towns  for 
the  services  the  MAFs  offered  and  more  than  two  thirds  (70%)  would  go  to  these 
distant  towns  for  the  services  not  offered  by  MAFs  (cancer  treatment, 
pregnancy/delivery,  knee  surgery,  and  appendix  surgery).  Bypassing  all  smaller 
rural  facilities  and  traveling  to  distant  larger  cities  for  health  care^  is  consistent  with 
the  findings  of  other  investigators  (Bronstein  &  Morrisay,  1991;  Buczko,  W.,  1994; 
DePriese,  et  al,  1992). 

Household  respondents  were  asked  what  they  felt  was  the  most  important 
local  issue  with  health  care  delivery  or  services  in  their  communities.  A  total  of 
271  (71.3%)  respondents  provided  their  views  on  this  subject.  When  respondents 
included  more  than  one  issue  in  their  response  to  the  question,  these  were 
analyzed  as  separate  issues.  While  there  were  certain  issues  that  were  mentioned 
more  often  in  some  communities  due  to  local  circumstances,  there  was  remarkable 
similarity  on  issues  across  communities.  Keeping  or  getting  a  primary  provider, 
for  example,  was  mentioned  most  often  by  respondents  from  the  MAP  community 
in  which  the  solo  provider  left  during  the  study  period.  This  same  or  a  very 
similar  issue,  however,  was  cited  by  respondents  in  all  the  other  communities  as 
well. 

Table  39  on  page  138  displays  a  summary  of  the  results  of  the  content 
analysis  of  respondents'  comments  regarding  the  most  important  local  issues  with 
health  care  delivery  or  services.  Comments  that  were  very  non-speqific  and/or  not 
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Table  39.  Household  Respondents'  Opinions  on  the  Most  Important  Local 
Health  Care  Issues  (AU  commimities  combined)  . 

1                               Content  Category 

%  (N) 

MAF,  Services,  and  Providers  (other  than  primary  providers) 

43.7%  (124) 

"Keeping"  MAF,  services,  and  good  staff 

(46)^ 

Availabihty  of  Emergency,  weekend,  24  hour  care  ' 

(30) 

Quality  of  care-  maintain  or  improve 

(14) 

Importance  of  ambulance  &  EMTs 

(10) 

Changes  in  personnel/politics/policies  needed 

(6) 

"Keep"  or  need  home  health  care 

(5) 

Loss  of  hospital 

(4) 

Other  (<  4  comments  per  category) 

(9) 

Primary  Providers 

38.4%  (109) 

Getting/having/need  a  different  or  more  providers 

(39) 

"Keeping"  provider,  continuity 

(33) 

Concerns  about  provider  availability  for  emergencies 

(11) 

Quality  of  care/competence  of  providers 

(11) 

Complaint  about  provider(s) 

(7) 

Other  (<  4  comments  per  category) 

(8) 

Finances/Costs 

13.7%  (39) 

Cost  to  maintain  MAF,  financial  stability,  "affordability" 

(28) 

High  cost  of  health  care,  too  high/don't  raise  prices 

(9) 

Other  (<  4  comments  per  category) 

(2) 

Other  Comments 

4.2%  (12) 

Distance/isolation 

(8) 

Government  regulations 

(4) 

Based  on  responses  trom  the  Community  Health  Care  iiurvey. 


(N)  reported  for  subcategories  are  sub-portions  of  category  totals. 
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related  to  the  question  were  not  included  on  the  table.  Comments  related  to  the 
MAFs,  all  of  their  associated  services,  and  providers  other  than  the  primary  care 
providers  were  the  most  numerous  with  a  total  of  124.  Comments  about  primary 
providers  and  medical  care  were  the  second  most  common  category.  Costs  of 
local  health  care  and  costs  of  health  care  in  general,  as  well  as  the  expense  of 
maintaining  the  MAF  through  county  taxes  were  also  concerns  for  these 
respondents. 

"Keeping"  or  maintaining  what  health  care  services  and  providers  they  had 
was  a  clear  theme  that  emerged  from  the  analysis  of  the  comments  on  the  most 
important  health  care  issue.  The  words  "keep"  or  "keeping"  were  used  a  total  of 
48  times  by  residents  as  they  responded  to  this  question.  This  was  particularly 
apparent  in  the  four  communities  that  lost  acute  care  services  for  some  time 
between  hospital  and  MAF.  Other  variations  on  the  "keeping"  theme  were 
"maintaining,"  "retaining,"  and  "continuation."    Samples  of  these  comments 
included:  "keeping  what  services  we  currently  have  &  keeping  them  up  to  date," 
"keeping  qualified  people  to  handle  emergencies  and  hopefully  the  rest  of  the 
services  we  have,"  "keeping  our  MAF,"  "keeping  this  PA  and  medical  care  in  the 
community  -  Support!" 

The  importance  of  local  emergency/after-hours  care  was  communicated  by 
the  respondents  as  seen  in  several  subcategories  on  Table  39.  The  availability  of 
emergency/after-hours  services  offered  by  the  MAF,  the  importance  of  ambulance 
services  and  EMTs,  and  the  need  to  have  primary  providers  respond  in  case  of 
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emergencies  were  all  cited  by  multiple  respondents  as  the  most  important  local 
health  care  issues.  Some  of  the  respondents  that  mentioned  "distance/isolation" 
were  also  referring  to  distance  to  travel  for  other  care  when  emergencies  arose. 
Examples  of  comments  made  about  the  importance  of  emergency/after-hours  care 
included:  "local  services  for  emergency  care,"  "services  and  emergency 
transportation,"  "keeping  ER  open  and  staffed,"  "we  do  need  an  emergency  room 
in  [town  name]  -  it  is  most  important  to  be  near  one,"  "ambulance  service  &  911," 
"getting  care  or  ability  to  see  PA  in  an  emergency,"  "Our  PA  needs  a  day  off  but 
when  a  child  is  sick  or  an  emergency  happens  we  need  close  ER  care." 
Emergency/after-hours  care  was  also  cited  as  most  important  by  many  respondents 
who  did  not  use  the  local  services  but  wanted  them  to  be  there  "just  in  case."  For 
example,  one  respondent  stated,  "It  makes  me  feel  better  that  there  is  someone 
near  if  we  need  emergency  help.  If  it  ever  gets  to  the  point  that  I  won't  be  able 
to  get  to  [city  name]  I  think  I'll  use  the  clinic  here."  Keeping  the  MAP  and 
emergency  services  open  "just  in  case"  was  also  mentioned  by  many  respondents 
who  were  interviewed  by  phone.  "You  always  have  certain  people  who  are 
doubters  and  want  to  sit  around  the  coffee  table  and  say  they  went  out  of  town  for 
things.  But  they  still  want  emergency  care  available  in  case  they  need  it,  even 
though  they  don't  support  it  for  everyday  things."  "I  don't  like  this  name  but  it's 
sort  of  a  'first  aid  station'  now,  but  they  do  stabilize  things  that  might  not  make  it 
otherwise.  I  know  it's  not  paying  its  way  in  taxes  but  we  need  it.  It's  like  having 
an  insurance  policy.  Insurance  policies  don't  pay  for  themselves  either  but  you 
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need  it  in  case." 

In  the  final  survey  question,  respondents  were  invited  to  make  any 
additional  comments  about  local  health  care.  Of  the  129  (33.9%)  respondents 
who  provided  additional  comments,  most  used  this  as  an  opportunity  to  express 
compliments  or  complaints  about  local  care  and/or  providers.  Others  mentioned 
additional  health  care  issues  of  importance  to  them  with  similar  content  to  the 
issues  outlined  above.  "My  father  (and  many  others)  would  not  be  here  today  if  it 
weren't  for  MAF  and  our  PA!"  "I  would  go  to  the  PA  for  common  issues  but  feel 
more  secure  in  a  Dr.  with  the  larger  problems  -  too  small  a  town  to  go  for  female 
problems  then  see  them  every  day  on  the  street."  "The  people  on  staff  at  [MAF 
name]  are  very  caring  and  also  very  overworked  and  underpaid."  'The  knowledge 
the  PA  brings  to  this  community  is  invaluable."  "Local  health  care  facilities  seem 
quite  adequate  but  for  the  lack  of  a  satisfactory  doctor."  "I  look  out  my  living 
room  window  and  see  our  abandoned  hospital  setting  empty  because  of 
government  regulations.  That's  the  problem.  You  find  a  solution."  "The  MAF  is 
only  a  first  aid  station.  There  is  no  reason  for  federal  gov  [sic]  regulations  to  put 
small  rural  hospitals  out  of  business  &  force  people  to  go  hundreds  of  miles  for 
treatment  when  sick." 
Specific  Aim  #2 

Specific  aim  #2  for  this  research  was  to  describe  the  relationship  of 
residents'  views  of  the  characteristics  of  the  care  system  to  characteristics  of  the 
population;  in  other  words,  describe  relationships  among  "potential  a..cess  to  care" 
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factors.  The  views  of  the  characteristics  of  the  care  system  included  in  these 
analyses  were:  1.  Availability-  numbers/types  of  providers  and  services  and 
knowledge  of  services  available,  2.  Accessibility-  distance  from  MAF  and  other 
emergency  care,  3.  Accommodation-  convenience  factors  and  ability  to  get  health 
questions  answered,  4.  Affordability-  price  and  billing  services,  and  5. 
Acceptability-  acceptable  source  of  care,  perception  of  quality  and  competence, 
perception  of  "art"  of  care,  and  appearance  of  facilities.  The  characteristics  of  the 
population  included  in  these  analyses  were:  1.  Predisposing  Factors-  age,  sex,  and 
importance  of  local  health  care,  2.  Enabling  Factors-  income,  insurance, 
transportation,  regular  source  of  primary  care,  length  of  time  in  community,  and  3. 
Need  Factors-  perceived  health  status. 

The  results  of  the  analyses  of  the  relationships  between  the  views  of  the 
characteristics  of  the  care  system  and  characteristics  of  the  population  are 
summarized  on  Table  40  on  pages  143-144.  Due  to  the  large  number  of 
relationships  and  associated  test  statistics  examined,  only  those  relationships  that 
were  statistically  significant  after  applying  multiple  comparison  corrections  are 
reported.  As  is  apparent  on  the  table,  older  aged  respondents  (>65  years  old) 
were  more  likely  to  rate  multiple  aspects  of  the  local  MAF  and  provider(s) 
services  higher  than  were  younger  aged  respondents.  Older  respondents  were  also 
more  likely  to  indicate  that  MAF  services  "should  stay  about  the  same"  rather  than 
increase  or  decrease  as  compared  to  younger  respondents.  Respondents  who 
indicated  that  local  health  care  was  very  important  to  their  household  members 
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Table  40.  Associations^  between  Residents'  Views  of  Characteristics  of  the  Care  System  and 

Characteristics  of  the  Population  and  Type  of  Association  (+/-)  (All  coimnunities  combined) 
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were  likely  to  rate  their  own  knowledge  of  local  health  services  higher  than  those 
who  indicated  local  care  was  less  important.  Those  who  indicated  that  local  care 
was  very  important  also  tended  to  more  highly  rate  all  the  accommodation, 
affordability,  and  acceptability  factors  examined  than  those  who  indicated  local 
care  was  less  important.  Those  with  higher  incomes  tended  to  rate  the  "ability  to 
get  an  appointment  quickly"  higher  than  those  with  lower  incomes.  Those  with 
very  convenient  transportation  tended  to  rate  "acceptability  of  provider  as  source 
of  care"  higher  than  those  with  less  convenient  transportation.  Respondents  who 
reported  that  all  or  some  of  their  household  members  had  a  personal  primary 
provider  as  their  regular  source  of  care  tended  to  rate  more  highly  the  ability  to 
get  health  questions  answered,  reasonableness  of  the  providers'  charges,  nursing 
care  at  the  MAF,  and  "personal"  aspects  of  care  than  those  who  reported  no 
regular  source  of  primary  care.  Other  than  "community  affiliation,"  (not  reported 
on  the  table)  no  significant  relationships  were  found  between  characteristics  of  the 
population  and  the  Accessibility  factors  examined  (distance  from  MAF,  distance 
from  other  emergency  care).  There  were  also  no  significant  associations  found 
between  views  of  the  characteristics  of  the  care  system  and  respondent  health 
status,  respondent  gender,  insurance  coverage,  and  number  of  years  residing  in  the 
community. 
Specific  Aim  #3 

Specific  aim  #3  for  this  research  was  to  describe  the  predictors  of 
utilization/willingness  to  use  the  MAF  care  system.  Use  and  willingness  to  use 
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were  components  of  the  "actual  access  to  care"  dimension  in  this  study.  Predictors 
were  components  of  the  "potential  access  to  care"  dimension.  It  was  hypothesized 
that: 

1.  Residents  of  households  who  were  knowledgeable  about  services  available 
locally  would  be  more  likely  to  report  "use/willingness  to  use  the  MAF  and  local 
providers"  than  those  who  were  not. 

2.  Residents  of  households  who  lived  close  to  the  MAF  (<five  miles)  would  be 
more  likely  to  report  "useAvillingness  to  use  the  MAF  and  local  providers"  than 
those  who  did  not. 

3.  Residents  of  households  who  viewed  the  MAF  and  providers  as  acceptable 
sources  of  care  (acceptability  scale  score)  would  be  more  likely  to  report 
"use/willingness  to  use  the  MAF  and  local  providers"  than  those  who  did  not. 

4.  Residents  of  households  who  used  local  primary  care  providers  would  be  more 
likely  to  report  "use/willingness  to  use  the  MAF"  than  those  who  did  not. 

5.  Residents  of  households  who  were  older  (>65)  would  be  more  likely  to  report 
"use/willingness  to  use  the  MAF  and  local  providers"  than  those  who  were  not. 

6.  Residents  of  households  with  annual  incomes  of  $25,000  or  greater  would  be 
less  likely  to  report  "use/willingness  to  use  the  MAF  and  local  providers"  than 
those  with  incomes  less  than  $25,000. 

7.  Residents  of  households  with  more  convenient  transportation  would  be  less 
likely  to  report  "use/willingness  to  use  the  MAF  and  local  providers"  than  those 
with  less  convenient  transportation. 
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8.  Residents  of  households  who  reported  affiliation  with  the  local  MAF  community 
would  be  more  likely  to  report  "useAvillingness  to  use  the  MAF  and  local 
providers"  than  those  who  did  not. 

Table  41  displays  the  frequency  distributions  of  households  on  the  four 
dependent  variables  used  in  aim  #3.  As  can  be  seen  on  the  table,  only  37  (9.7%) 
of  the  participating  households  reported  having  a  member  or  members 
hospitalized  in  the  MAF  in  the  two  years  prior  to  the  survey.  A  much  larger 
proportion  (68,2%,  N=260)  of  the  households  reported  use  of  the  local 
provider(s)  in  the  prior  year.  Less  than  half  (42.5%)  indicated  willingness  to  use 
the  MAF  as  measured  by  designating  they  would  first  seek  care  at  the  MAF  for 
three  of  four  future  health  problems.  Slightly  less  than  half  (47.8%)  also  indicated 
they  were  willing  to  use  the  local  provider  for  one  future  health  need  (physical 


Table  41.  Aim  #3  -  Frequency  Distributions  of  Dependent  Variables  for 
Participating  Households  (All  communities  combined) 


Variable 


YES 


NO 


Use  MAF 

(one  or  more  inpatient  stays  in 
past  2  years) 


9.7%  (N=37) 


90.3%  (N=344) 


Use  Local  Provider(s) 

(one  or  more  visits  in  past  year) 


68.2%  (N=260) 


31.8%  (N=121) 


Willing  to  Use  MAF 

(would  first  seek  care  at  MAF  for  at 
least  3  of  4  services) 


42.5%  (N=162) 


57.5%  (N=219) 


Willing  to  Use  Local  Provider(s) 

(would  first  seek  care  with  local 
provider  for  1  service) 


47.8%  (N=182) 


52.2%  (N=199) 


I'able  based  on  data  from  the  Community  Health  Care  iiurvey. 
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exam). 

The  major  independent  variables  examined  in  aim  #3  were  those  related  to 
the  hypotheses,  specifically:  knowledgeable  about  local  health  care  services, 
distance  from  the  MAF,  acceptability,  age,  income,  convenience  of  transportation, 
and  community  affiliation.  Use  of  the  local  provider  also  §erved  as  an 
independent  variable  to  examine  use  of  and  willingness  to  use  the  MAF.  The 
frequency  distributions  of  all  independent  variables  except  acceptability  and  use  of 
the  local  provider  were  described  under  aim  #1.  The  distribution  of  use  of  the 
provider  is  shown  on  the  previous  table.  Table  42  displays  the  distributions  of  the 
acceptability  scale  scores  for  participating  households.  When  the  scale  was 
dichotomized,  roughly  half  (50.6%)  of  the  households'  acceptability  scale  scores  fit 
into  the  "acceptable"  grouping  and  the  other  half  (49.4%)  fit  into  the  "not 
acceptable"  grouping.  Acceptability  scale  scores  were  computed  for  261  of  the 
total  381  households;  the  remaining  households  had  more  than  3  missing  values  or 
"don't  knows"  on  the  12  survey  questions  used  to  compute  the  scale  and  were 
therefore  excluded  from  analyses  using  this  variable. 


Table  42.  Aim  #3  -  Frequency  Distribution  of  Acceptability  Scale  Scores 
(AH  communities  combined) 

Acceptability  Scale 
(Continuous  Variable) 

Mean  =  46.48 
SD    =  9.87 

Range  =  18-60 

Acceptability  Scale 
(Dichotomous  Variable) 

Acceptable 
(48  to  highest)  = 
132  (50.6%) 

Not  Acceptable 
(lowest  to  47.9) 
129  (49.4%) 

l  able  based  on  data  from  the  Community  Health  Care  Survey. 


Scale  scores  computed  for  valid  N=261. 
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To  examine  the  relationships  between  the  dependent  and  independent 
variables  in  aim  #3,  bivariate  tests  of  association  were  conducted  using  Chi-square 
statistics.  The  results  of  these  analyses  are  exhibited  on  Table  43.  Based  on  these 
bivariate  tests  of  association,  those  households  most  likely  to  use  the  MAF  were 
those  that  rated  their  knowledge  of  local  health  care  highly,  had  higher 


Table  43.  Results  of  Bivariate  Tests  of  Association  between  Dependent  and 
Independent  Variables  Using  Chi-square  Statistics 
(All  communities  combined) 

Chi-square 

■    /  A 

+/-  Assoc. 

Signincance^ 

Use  MAF  and- 

Knowledge  rating 

12.30 

+ 

.002 

Distance  from  MAF 

2.93 

na 

ns 

Acceptability  scale 

7.42  • 

+ 

.007 

Use  Local  Provider(s) 

ij.yj 

^  (\(\  1 

Respondent  age 

6.17 

+ 

.026 

Income 

2.39 

na 

ns 

Transportation  convenience 

.10 

na 

ns 

Community  affiliation 

5.20 

+ 

.023 

Use  Local  Provider(s)  and- 

Knowledge  rating 

34.58 

+ 

<.001 

Distance  from  MAF 

7.46 

.013 

Acceptability  scale 

6.27 

+ 

.012 

Respondent  age 

9.39 

.004 

Income 

11.34 

+ 

.002 

Transportation  convenience 

14.32 

+ 

<.001 

Community  affiliation 

18.74 

+ 

<.001 

Continued  on  next  page 
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Table  43.  (Continued)  Results  of  Bivariate  Tests  of  Association  between 

Dependent  and  Independent  Variables  Using  Chi-square  Statistics 
(All  communities  combined) 

y^ui-AKi  Ucirc 

T^/-  /assoc. 

OlgllilJCoIlCC 

WiUing  to  Use  MAF  and- 

Knowledge  rating 

30.55 

+ 

<.001 

Distance  from  MAF 

.83 

na 

ns 

Acceptability  scale 

21.53 

+ 

<.001 

Use  Local  Provider(s) 

49.01 

+ 

<.001 

Respondent  age 

3.54 

na 

ns 

Income 

7.06 

+ 

.016 

Transportation  convenience 

5.83 

+ 

.015 

Community  affiliation 

14.62 

+ 

<.001 

Willing  to  Use  Local 
Provider(s)  and- 

Knowledge  rating 

34.24 

+ 

<.001 

r)i<itanf*p  frnm  A/fAP 

2  93 

ns 

Acceptability  scale 

26.66 

+ 

<.001 

Use  Provider  (in  past  yr.) 

76.89 

+ 

<.001 

Respondent  age 

3.05 

na 

ns 

Income 

2.85 

na 

ns 

Transportation  convenience 

16.30 

+ 

<.001 

Community  affiliation 
1  .  .. 

15.54 

+ 

<.001 

Adjusted  to  reduce  multiple  comparison  problems  ((r-l)(c-l)xp  value) 


(Fisher  &  van  Belle,  1993).  All  computed  with  1  df. 
acceptability  scale  scores,  used  the  local  provider(s),  were  older  in  age,  and  were 
affiliated  with  the  local  community.  Households  most  likely  to  use  the  local 
provider(s)  were  also  those  that  rated  their  knowledge  of  health  care  highly, 
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scored  higher  on  the  acceptability  scale,  and  were  affiliated  with  the  local 
community.  Unlike  factors  associated  with  use  of  the  MAF,  however,  households 
most  likely  to  use  the  provider(s)  were  younger  in  age  and  reported  higher 
incomes  and  more  convenient  transportation. 

As  seen  on  Table  43,  factors  associated  with  both  willingness  to  use  the 
MAF  and  willingness  to  use  local  provider(s)  for  future  health  problems/needs 
were  higher  knowledge  ratings,  higher  acceptability  scale  scores,  use  of  the  local 
provider(s)  in  the  past  year,  more  convenient  transportation,  and  affiliation  with 
the  local  community.    Households  reporting  higher  incomes  were  also  more  likely 
to  indicate  willingness  to  use  the  MAF  for  future  health  problems. 

Based  on  these  analyses,  knowledge  of  local  health  care,  acceptability  score, 
and  community  affiliation  were  significant  predictors  of  use  and  willingness  to  use 
both  the  MAF  and  local  provider(s).  Use  of  the  local  provider(s)  was  a  significant 
predictor  of  use/willingness  to  use  the  MAF  and  willingness  to  use  the  provider(s). 
Older  age  was  a  predictor  of  use  of  the  MAF  while  younger  age  was  a  predictor 
of  use  of  the  local  provider(s).  In  contrast  to  what  was  expected,  more  convenient 
transportation  was  a  predictor  of  use  of  the  provider(s)  as  well  as  willingness  to 
use  the  MAF  and  provider(s).  Also  higher  income  was  a  predictor  of  use  of  the 
provider(s)  and  willingness  to  use  the  MAF.  Distance  from  the  MAF  was  not  a 
predictor  of  any  of  the  four  dependent  variables. 

To  further  examine  relationships  between  dependent  and  independent 
variables  while  also  controlling  for  differences  among  communities  on  independent 
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variables,  tests  of  association  using  logistic  regression  procedures  were  conducted. 
Table  44  presents  the  results  of  these  analyses.  Based  on  logistic  regression 
analyses  with  community  control  variables,  those  household  residents  that  were 
most  likely  to  use  the  MAF  were  again  those  that  rated  their  knowledge  of  local 
health  care  highly,  had  higher  acceptability  scale  scores,  used  the  local  provider(s), 


Table  44.  Results  of  Bivariate  Tests  of  Association  between  Dep>endent  and 
Independent  Variables  Using  Logistic  Regression  Procedures, 
Controlling  for  Cbmmunity*    (All  communities  combined) 

Beta 

SE 

Significance^ 

or3 

Use  MAF  and- 

Knowledge  rating 

.793 

.226 

.004 

2.210 

Distance  from  MAF 

-.040 

.019 

ns 

na 

Acceptability  scale 

.098 

.027 

.003 

1.103 

Use  Local  Provider(s) 

3.246 

1.034 

.017 

25.695 

Respondent  age 

.037 

.011 

.013 

.656 

Income 

-.303 

.136 

ns 

na 

Transportation 

-.080 

.181 

ns 

na 

Community  affiliation 

1.636 

.643 

ns 

na 

Use  Provider(s)  and- 

Knowledge  rating 

.584 

.115 

<.001 

1.793 

Distance  from  MAF 

-.010 

.009 

ns 

na 

Acceptability  scale 

.079 

.018 

<.001 

1.082 

Respondent  age 

-.020 

.007 

ns 

na 

Income 

.272 

.095 

.042 

1.313 

Transportation 

-.010 

.008 

ns 

na 

Community  affiliation 

.886 

.270 

.010 

2.425 

Continued  on  next  page 
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Table  44.  (Continued)  Results  of  Bivariate  Tests  of  Association  between 

Dependent  and  Independent  Variables  Using  Logistic  Regression 
Procedures,  Controlling  for  Community* 
(AU  communities  combined) 

Beta 

SE 

Significance* 

OR^ 

Willing  to  Use  MAF 
and- 

Knowledge  rating 

.624 

.120 

<.0O1 

1.867 

Distance  from  MAF 

-.022 

.020  . 

ns 

na 

Acceptability  scale 

.092 

.017 

<.001 

1.096 

Use  Lx)cal  Provider(s) 

1.719 

.282 

<.001 

5.576 

Respondent  age 

-.008 

.007 

ns 

na 

Income 

.234 

.089 

ns 

na 

Transportation 

-.005 

.008 

ns 

na 

Community  affiliation 

.912 

.287 

.015 

2.490 

Willing  to  Use 
Provider(s)  and- 

Knowledge  rating 

.536 

.164 

.011 

1.709 

Distance  from  MAF 

-.007 

.012 

ns 

na 

Acceptability  scale 

.096 

.018 

<.001 

1.100 

Use  Provider(s) 
(in  the  past) 

2.268 

.454 

<.001 

9.660 

Respondent  age 

-.000 

.009 

ns 

na 

Income 

-.045 

.112 

ns 

na 

Transportation 

.405 

.189 

ns 

na 

Community  affiliation 

1.021 

.380 

ns 

na 

^Community  dummy  variables  were  entered  as  a  group  first  betore 
individual  covariates. 

^Adjusted  to  reduce  multiple  comparison  problems  (lOxp  value) 
^Odds  Ratio  or  Exp(Beta). 
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and  were  older  in  age.  Community  affiliation  was  no  longer  significant  as  in  the 
Chi-square  analyses.  Households  most  likely  to  use  the  local  provider(s)  were 
again  those  that  rated  their  knowledge  of  health  care  highly,  scored  higher  on  the 
acceptability  scale,  were  affiliated  with  the  local  community,  and  reported  higher 
incomes.  Unlike  the  Chi-square  tests,  age  and  convenient  transportation  were  no 
longer  significantly  associated  with  use  of  the  provider. 

With  the  logistic  regressions  analyses,  independent  variables  again 
associated  with  both  willingness  to  use  the  MAF  and  willingness  to  use  local 
provider(s)  for  future  health  problems/needs  were  higher  knowledge  ratings, 
higher  acceptability  scale  scores,  and  use  of  the  local  provider(s)  in  the  past  year. 
Affihation  with  the  local  community  was  significantly  associated  with  willingness  to 
use  the  MAF  and  not  with  willingness  to  use  provider(s).  Age,  income, 
convenient  transportation,  or  distance  from  the  MAF  were  not  significantly 
associated  with  willingness  to  use  the  MAF  or  the  local  provider(s). 

Based  on  the  bivariate  tests  of  association  using  logistic  regression, 
knowledge  of  local  health  care  and  acceptability  scores  were  significant  predictors 
of  use  and  willingness  to  use  both  the  MAF  and  local  provider(s).  Use  of  the 
local  provide r(s)  was  a  significant  predictor  of  use/willingness  to  use  the  MAF  and 
v^llingness  to  use  the  provider(s).  Older  age  was  still  a  predictor  of  use  of  the 
MAF  and  community  affiliation  remained  a  predictor  of  use  of  the  local 
provider(s)  and  willingness  to  use  the  MAF.  Still  in  contrast  to  what  was 
expected,  higher  income  was  a  predictor  of  use  of  the  local  provider(s).  In  these 
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analyses,  convenience  of  transportation  and  distance  from  the  MAF  were  not 
predictors  of  any  of  the  four  dependent  variables. 

To  determine  whether  or  not  the  significant  relationships  found  in  the 
preceding  bivariate  analyses  would  persist  in  multivariate  analyses,  multiple  logistic 
regression  was  used.  One  logistic  regression  model  was  estimated  for  each  of  the 
four  dependent  variables.  Each  model  contained  a  set  of  dummyvariables  to 
control  for  community  and  from  seven  to  eight  independent  variables  (one 
independent  variable  for  each  factor  hypothesized  to  be  associated  with  the 
dependent  variable  in  question).  These  multivariate  tests  of  association 
constituted  the  hypotheses  tests  for  aim  #3. 

Tables  45  through  48  present  the  results  of  the  multiple  logistic  regression 
analyses  for  the  full  models  (dependent  variables  regressed  on  independent  and 
community  control  variables).  The  coefficients  listed  in  the  odds  ratio  columns 
indicate  the  factors  by  which  the  odds  of  "use"  or  "willing  to  use"  changed  when 
the  corresponding  variable  was  changed  by  one  unit.  Odds  ratios  and  95% 
confidence  intervals  are  reported  only  for  the  variables  that  were  statistically 
significant  given  the  other  variables  in  the  model.  Evidence  of  a  statistically 
significant  relationship  was  alpha  set  at  <  or  =  .05  and  95%  confidence  intervals 
for  Odds  Ratios  not  extending  across  1  (1=  baseline  or  neutral  odds).  When  the 
Beta  or  logistic  coefficient  is  positive,  the  odds  ratios  exceed  one,  implying  that  the 
odds  of  use  or  willing  to  use  are  increased  based  on  the  corresponding  variable. 
The  reverse  is  also  true,  e.g.  when  Beta  or  logistic  coefficient  is  negative,  the  odds 
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ratio  is  less  than  one,  implying  that  the  odds  of  use  or  willing  to  use  are  decreased 
based  on  the  corresponding  variable. 

Based  on  these  analyses,  households  most  likely  to  use  the  MAF  for 
inpatient  care  (Table  45)  were  those  that  rated  their  knowledge  of  local  health 
care  highly,  were  older  in  age,  and  reported  lower  incomes^.  Stated  more 


Table  45.  "Use  MAF'  -  Results  of  Hypotheses  Testing  Using  Logistic 
Regression  Procedures*  (All  communities  combined) 


Beta 


SE 


OR^ 


95%  CI  (OR) 


Use  MAF  and- 


Knowledge  rating 


.836^ 


.400 


2.308 


(5.05,  1.06) 


Distance  from  MAF 


-.041 


.034 


na 


na 


Acceptability  scale 


.051 


.038 


na 


na 


Use  Local  Provider(s) 


7.613 


24.052 


na 


na 


Respondent  age 


.035-^ 


.017 


1.036 


(1.07,  1.01) 


Income 


.533- 


.221 


.587 


(0.61,  0.56) 


Transportation 


-.365 


.331 


na 


na 


Community  affiliation 


1.744 


1.243 


na 


na 


Dummyl 


.885 


.916 


na 


na 


Dummy2 


1.317 


.828 


na 


na 


Dummy  3 


-.089 


.898 


na 


na 


Dummy4 


2.518 


.967 


na 


na 


Dummy  5 


.641 


1.011 


na 


na 


Intercept 


-17.955 


24.306 


na 


na 


'Community  dummy  variables  entered  first  as  a  block  following  byeight 
covariates  entered  as  a  block. 
^Odds  Ratio  or  Exp(Beta). 
^p.<  or  =  .05. 
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Table  46.  "Use  Local  Provider(s)"  -  Results  of  Hypotheses  Testing  Using 
Logistic  Regression  Procedures^  (All  communities  combined) 


Beta 

SE 

or2 

95%  CI  roR^ 

Use  Local  Provider(s) 
and- 

Knowledge  rating 

.170 

.210 

na 

na 

Distance  from  MAF 

.027 

.027 

na 

na 

Acceptability  scale 

.096^ 

.024 

1.100 

(1.15,  1.05) 

Respondent  age 

-.022 

.014 

na 

na 

Income 

.048 

.157 

na 

na 

Transportation 

.041 

.118 

na 

na 

Community  affiliation 

.935 

.675 

na 

na 

Dummy  1 

-.529 

.754 

na 

na 

Dummy2 

-.500 

.676 

na 

na 

Dummy3 

-.559 

.701 

na 

na 

Dummy4 

.162 

.759 

na 

na 

Dummy5 

-.784 

.680 

na 

na 

Intercept 

-3.960 

1.965 

na 

na 

Community  dummy  variables  entered  first  as  a  block  following  by  eight 


covariates  entered  as  a  block. 
•^Odds  Ratio  or  Exp(Beta). 
V<  or  =  .01 

specifically,  for  every  unit  increase  in  the  knowledge  rating  category,  the  odds  of 
use  of  the  MAF  increased  by  130%,  holding  constant  the  effects  of  all  other 
variables  in  the  model.  For  each  additional  year  of  age,  the  odds  of  use  of  the 
MAF  increased  by  3%  and  for  every  increase  in  income  category,  tV'e  odds  of  use 
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of  the  MAF  decreased  by  58%  Acceptability  and  use  of  the  local  provider(s) 

were  no  longer  significantly  associated  with  use  of  the  MAF  as  in  the  bivariate 

logistic  regression  tests. 

Based  on  the  multivariate  analyses,  households  most  likely  to  use  the  local 

provider(s)  (Table  46)  were  those  that  had  higher  acceptability  scale  scores.  For 
each  additional  point  on  the  acceptability  scale,  the  odds  of  use  of  the  provider 
increased  by  10%  Knowledge,  income,  and  community  affiliation  were  no  longer 
significantly  associated  with  use  of  the  provider(s)  as  in  the  bivariate  testing. 
Distance  from  the  MAF  and  transportation  were  not  significant  additions  in  either 
the  use  of  the  MAF  or  use  of  the  provider(s)  multivariate  models. 

Based  on  the  multivariate  analyses,  those  households  most  likely  to  indicate 
willingness  to  use  the  MAF  for  future  health  problems  (Table  47)  were  those  with 
higher  acceptability  scale  scores  and  those  that  used  the  local  provider(s)  in  the 
past  year.  Based  on  the  odds  ratios,  for  each  additional  point  on  the  acceptability 
scale,  the  odds  of  indicating  willingness  to  use  the  MAF  increased  by  7% 
Residents  who  reported  using  the  local  provider  in  the  past  year  were  two  and 
one  half  times  more  likely  to  indicate  willingness  to  use  the  MAF  than  those  who 
had  not. 

Residents  most  likely  to  indicate  willingness  to  use  the  local  provider(s)  in 
the  future  (Table  48)  were  also  those  with  higher  acceptability  scores  and  use  of 
the  provider(s)  in  the  past  year.  Those  affiliated  with  the  local  community  were 
also  more  likely  to  indicate  willingness  to  use  the  provider.  Each  point  on  the 
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Table  47.  "Wflling  to  Use  MAF"  -  Results  of  Hypotheses  Testing  Using 


Logistic  Regression  Procedures   (All  communities  combined) 


DClix 

OJZ> 

Willmg  to  Use  MAF 
and- 

Knowledge  rating 

111 

.202 

na 

na 

Distance  from  MAF 

.004 

.016 

na 

na 

Acceptability  scale 

.065^ 

.021 

1.067 

(1.11,  1.02) 

Use  Local  Provider(s) 

.936^ 

.452 

2.549 

(6.18.  1.05) 

Respondent  age 

.000 

.011 

na 

na 

Income 

.172 

.134 

na 

na 

Transportation 

.050 

.059 

na 

na 

Community  affiliation 

.731 

.503 

na 

na 

Dummy  1 

.839 

.564 

na 

na 

Dummy2 

-.032 

.492 

na 

na 

Dummy3 

-.218 

.492 

na 

na 

Dummy4 

-.627 

.596 

na 

na 

Dummy5 

-.357 

.546 

na 

na 

Intercept 

-6.875 

1.687 

na 

na 

^Community  dummy  variables  entered  first  as  a  block  tollowing  by  eight 
covariates  entered  as  a  block. 
^Odds  Ratio  or  Exp(Beta). 
^p.<  or  =  .05. 


V<  or  =  .01 

acceptability  scale  increased  the  odds  of  willingness  to  use  the  provider  by  9% 
Residents  who  had  used  the  provider  in  the  last  year  were  six  and  one  half  times 
more  likely  to  indicate  willingness  to  use  the  provider  in  the  future  than  those  who 
had  not.  Residents  affiliated  with  the  community  were  four  and  one  half  times 
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Table  48.  "Willing  to  Use  Local  Provider(s)"  -  Results  of  Hypotheses  Testing 
1                 Using  Logistic  Regression  Procedures*  (All  communities  combined) 

Beta 

SE 

or2 

95%  a  (OR) 

Willing  to  Use 
Provider(s)  and- 

Rnowledge  rating 

.087 

.219 

na 

na 

Distance  from  MAF 

.009 

.019 

na 

na 

Acceptability  scale 

.088^ 

.023 

1.092 

(1.14,  1.04) 

Use  Provider(s) 
(in  the  past) 

1.879^ 

.504 

6.546 

(17.58,  2.44) 

Respondent  age 

-.013 

.012 

na 

na 

Income 

-.282 

.145 

na 

na 

Transportation 

.266 

.230 

na 

na 

Community  affiliation 

1.540^ 

.549 

4.664 

(13.69,  1.59) 

Dummyl 

.234 

.601 

na 

na 

Dummy2 

.342 

.553 

na 

na 

Dummy  3 

.122 

.548 

na 

na 

Dummy4 

.034 

.626 

na 

na 

DummyS 

-.884 

.594 

na 

na 

Intercept 

-7.486 

1.903 

na 

na 

^Community  dummy  variables  entered  first  as  a  block  tollowing  by  eight 
covariates  entered  as  a  block. 
^Odds  Ratio  or  Exp(Beta). 


V<  or  =  .01 

more  likely  to  report  willingness  to  use  the  provider  than  residents  not  affiliated. 
Knowledge  ratings  were  no  longer  significantly  related  to  either  of  the  "willing  to 
use"  dependent  variables.  Age,  income,  transportation  convenience,  and  distance 
from  the  MAF  were  also  not  significantly  associated  with  "willing  to  use." 


161 


Based  on  the  multivariate  logistic  regression  analyses,  knowledge  of  local 
health  care,  age,  and  income  were  significant  predictors  of  use  of  the  MAF  for 
inpatient  care.  Acceptability  was  a  significant  predictor  of  use  of  the  provider(s) 
and  willingness  to  use  both  the  MAF  and  local  provider(s).  Use  of  the  local 
provider(s)  in  the  past  year  was  a  significant  predictor  of  willingness  to  use  both 
the  MAF  and  provider(s).  Community  affiliation  was  also  a  predictor  of 
willingness  to  use  the  local  provider(s).  Convenience  of  transportation  and 
distance  from  the  MAF  were  not  predictors  of  any  of  the  four  dependent 
variables.  Thus  hypotheses  1.  (knowledgeable),  3.  (acceptability),  4.  (use  local 
provider),  5.  (older  age),  6.  (income),  and  8.  (community  affiliation)  were  partially 
supported.  Hypotheses  2.  (distance  from  MAF)  and  7.  (transportation 
convenience)  were  not  supported. 

Household  respondents  offered  many  comments  related  to  the  significant 

predictors  of  use  and  willingness  to  use  local  health  care  services.  Regarding  the 

relationship  between  being  knowledgeable  about  services  and  using  them,  the 

following  comments  were  made: 

[when  asked  about  what  factors  were  important  in  choosing  a  medical  care 
provider  or  hospital]  "This  is  a  small  town  so  we  know  all  of  them."  "The 
past  experiences  we've  had,  if  we've  gotten  good  care."    "Reputation,  how 
they're  thought  of  by  their  patients  and  how  the  nurses  think  of  them." 
"Well  you  know  everybody  in  a  small  town.  I  know  [provider's  name]  and 
he  knows  the  kids.  He's  really  down  home  and  treats  us  good."  "Well 
from  visiting  with  other  people.  I  ask  around  and  get  a  suggestion  and  find 
out  about  the  doctor."  "I  choose  my  medical  provider  by  experience, 
reputation,  and  other  peoples'  reports."  "I've  heard  of  so  many  problems 
here  -  people  who  are  seriously  hurt  and  they  x-ray  it  and  say  you're  fine, 
go  home.  They  make  too  many  mistakes  on  things  that  are  vital."  "in  a 
community  this  small  everyone  talks...!  go  by  recommendations,  word  of 
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mouth." 

Regarding  the  relationship  between  older  age  and  use  of  local  services: 

"When  I'm  an  older  person,  I  think  I'll  hunker  down  here  and  use  the  local 
services."  "Older  people  really  need  local  services.  They  have  a  bus  now 
that  takes  people  to  the  clinic  in  [MAF  town  name]"  'Traveling  is  hard. 
We're  getting  older."  "We  have  an  older  population  here  -  with  limited  or 
no  transportation."  "We  like  to  stay  close  to  home  and  it's  hard  to  travel. 
We  don't  get  around  well  anymore." 

Regarding  the  relationship  between  income  and  use  of  local  services: 

"You  can  pay  off  your  bills  a  little  at  a  time  here.  Out  of  town  doctors 
won't  let  you  do  that."    "[we  use  the  local  services]  unless  it's  something 
major,  then  we  go  to  a  bigger  facihty  since  you'll  have  to  go  there  anyway. 
You  get  two  bills  if  you  go  to  both."    "For  minor  things  we  might  use  the 
PA.  We  only  have  a  PA  so  you're  going  to  be  sent  out  anyway  if  it's 
something  serious.  We  don't  have  health  insurance  right  now  so  we're 
really  careful  about  costs."    [on  why  some  people  did  not  iise  the  local 
services]:  "some  don't  pay  their  bills  so  they  go  somewhere  else  when 
they're  behind  on  their  clinic  bills  here." 

Regarding  the  relationship  between  acceptability  and  use  of  local  services: 

[when  asked  why  household  residents  used  or  did  not  use  local  services] 
"Its  convenient.  He  knows  what  he's  doing.  He  knows  my  son  and  my  son 
knows  him  and  that's  comforting."  "He's  a  country  type  doctor.  I  like 
that."  "They  don't  have  the  services,  the  doctor's  not  as  good,  and  it's  not 
as  good  a  hospital."  "I  know  this  doctor  and  we  have  excellent  care  here. 
A  nurse  on  24  hours  a  day  and  2  Aids  -  they  give  good  personal  care." 
[when  asked  about  what  factors  were  important  in  choosing  a  medical  care 
provider  or  hospital]  "Hands  on  bedside  manner."  "For  the  doctor-  that  you 
have  rapport  with  him,  that  he  gives  you  accurate  information,  that  you're 
comfortable  that  he  knows  what  he's  doing."  "If  they  take  care  of  the 
problem,  their  expertise.  If  they  want  to  take  care  of  you."    "A  good 
bedside  manner  is  important  to  me.  But  the  ear  doctor  in  [city  name] 
didn't  have  one  and  I  still  went  to  him  -  he  was  the  only  one  who  really 
wanted  to  do  something  to  fix  the  problem.  I  like  a  doctor  who  will  listen, 
pays  attention  to  what  I  say  is  going  on,  doesn't  blow  me  off,  trusts  my 
judgment."  'The  care  they  give  you  and  their  attitude.  How  you're  treated. 
Familiarity  and  how  satisfied  you  are  with  them."  "For  the  hospital  -  the 
nursing  care,  cleanliness.  The  doctor  -  personality.  I  go  see  him  the  first 
time  -  did  the  medicines  help,  did  the  care  prolong  the  problem?"  "I  like 
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them  to  take  time,  to  listen,  not  hurry.  When  they  hurry  I  worry  that 
they're  missing  something."  'The  way  a  hospital  is  equipped  -  [city  name]  is 
bigger,  access  to  more  technology...!  want  a  doctor  that  is  top  of  the  line." 
"{provider  name]  gives  such  good  personal  care.  Since  my  husband  had  his 
head  injury  he  sometimes  has  after  effects  or  worries.  She  takes  the  time 
to  talk  with  him.  She  said  anytime  you  need  to  talk.  She  doesn't  give  you 
the  short  shrift  at  all."  'Technology  is  important  to  me,  I  want  to  go  where 
they  keep  up  on  it." 

Regarding  the  relationship  between  using  the  local  provider  and  use  of  the  MAF: 

"I  think  it's  a  sign  of  the  times.  Specialists  are  available  in  [city  name]  so  if 
they're  able  to  go,  they  just  go  there  first."    "They've  got  a  beautiful 
nursing  home  and  the  staff  and  nurses  are  real  nice  and  good  but  they  can't 
treat  you  without  a  decent  doctor."    "The  doctors  all  go  to  a  certain 
hospital.  I  choose  the  doctor  and  he  chooses  the  hospital."  "Once  people 
leave  town,  they  just  go  further,  to  see  the  big  guns.  Some  people  feel 
they're  [PAs]  not  qualified,  they  haven't  gone  the  nine  yards...Sometimes  I 
think  PAs  are  more  thorough.  They  know  they're  in  an  'iffy'  situation  so 
they  go  that  extra  yard.  If  there's  the  least  little  bit  of  a  question  they  call 
their  MD  or  a  specialist."  "In  the  case  of  an  emergency-  if  my  husband  is 
dying,  I  certainly  would  take  him  to  [MAF  name].  The  nurses  are  excellent, 
very  good  at  stabilizing  -  but  they  can  only  go  so  far  by  themselves."  'The 
[MAF  name]  is  great,  wonderful  staff,  clean...I  just  don't  care  for  the 
doctor's  personality."  "We  have  a  really  good  medical  facility  from  what  I 
hear  -  I  just  think  the  problem  is  the  doctor." 

Regarding  the  relationship  between  community  affiliation  and  use  of  local 
services: 

"We  need  to  use  the  local  facility  if  we  want  to  keep  it."  "Some  people  live 
in  a  small  town  because  they  want  to  and  enjoy  all  the  small  town  things. 
Others  think  small  town  things  aren't  as  good.  They  go  out  of  town  for 
everything."  "I  want  to  support  the  clinic.  It's  only  18  miles  away  and  if  we 
don't  use  it  we'll  lose  it  -  we  need  it."  "As  much  as  possible  we  like  to  do 
things  locally.  It's  inconvenient  for  basic  care  to  drive  40+  miles  and  go 
elsewhere  and  as  long  as  we  have  confidence  in  who  we  have  here,  it 
makes  sense  to  go  here."  "I  really  am  one  of  those  people  that  likes  to 
support  what  we  have  here." 

Specific  Aim  #4 


Specific  aim  #4  for  this  research  was  to  describe  the  predictors  of 
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satisfaction  with  care  from  the  MAF  care  system.  Satisfaction  was  a  component 
of  the  "actual  access  to  care"  dimension  in  this  study.  Predictors  were  components 
of  the  "potential  access  to  care"  dimension.  It  was  hypothesized  that:  1.  Of  those 
residents  of  households  who  reported  "use"  of  the  MAF  and  local  providers,  those 
who  perceived  that  local  services  and  providers  were  acceptable  sources  of  care 
(acceptability  scale  score)  would  be  more  likely  to  report  "satisfaction  with  cai^e" 
than  those  who  did  not;  and  2.  Of  those  residents  of  households  who  reported 
"use"  of  the  MAF  and  local  providers,  those  who  were  older  (>65)  would  be  more 
likely  to  report  "satisfaction  with  care"  than  those  who  were  younger  (<  or  =  65). 

Only  data  from  those  who  reported  use  of  both  the  MAF  and  local  medical 
providers  were  included  when  considering  the  predictors  of  satisfaction  with  care. 
As  was  expected,  a  small  number  of  households  reported  use  of  both;  out  of  the 


Table  49.  Frequency  E>istributions  of  Household  Responses  on  Dependent 
Variables  for  Satisfaction  With  Care.  (All  communities  combined) 


Dependent  Variable 

How  satisfied  are 
you  with: 

Very 
Satisfied 

Somewhat 
Satisfied 

Indifferent, 
SomewhatA^ery 
Dissatisfied 

Don't 
Know 

The  MAF 

60.0% 
(N=21) 

22.9% 
(N=8) 

17.1% 
(N=6) 

0 

Emergency  care 

62.9% 
(N=22) 

25.7% 
(N=9) 

8.6% 
(N=3) 

2.8% 
(N=l) 

Primary  care 
(medical)  provider 

57.6% 
(N=19) 

18.2% 
(N=6) 

15.2% 
(N=5) 

9.0% 
(N=3) 

Available 

night/weekend  care 

36.4% 
(N=12) 

24.2% 
(N=8) 

21.2% 
(N=7) 

18.2% 
(N=6) 

i  able  based  on  data  from  Community  Health  Care  Survey, 
Percentages  reported  are  Valid  percents.  Missing  values  on  the  included 
survey  questions  ranged  between  1  and  6  (2.8-16.7%). 
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total  381  households  only  36  were  included  in  this  analysis.  Table  49  on  page  164 
displays  the  frequency  distributions  for  the  households  on  the  four  dependent 
variables  for  satisfaction  with  care.  While  the  overall  numbers  are  very  small, 
most  "users"  of  local  MAF  and  provider  services  reported  satisfaction  with  the 
selected  aspects  of  local  services.  The  smaller  proportions  of  households  who 
reported  being  very  and  somewhat  satisfied  with  primary  providers  and  available 
nightAveekend  care  could  primarily  be  accounted  for  by  the  higher  proportions 
who  reported  "don't  know"  on  these  questions.  One  might  wonder  why  a 
respondent  would  reply  "don't  know"  for  satisfaction  related  to  primary  care 
(medical)  provider(s)  when  the  respondent  reported  use  of  the  provider  in  the 
past  year.  Besides  indicating  uncertainty  about  satisfaction  levels,  there  was 
evidence  that  some  respondents  were  not  clear  about  the  meaning  of  the  term 
"primary  care  provider." 

Table  50  on  Page  166  displays  the  frequency  distributions  of  responses  on 
the  two  main  independent  variables  for  satisfaction  with  care,  age  and 
acceptability.  The  mean  age  of  the  respondents  who  reported  household  use  of 
both  the  MAF  and  provider(s)  was  slightly  higher  than  the  mean  for  all  household 
respondents  (62.6  years  compared  to  53.7).  The  acceptability  scale  scores  were 
also  on  average  higher  than  the  overall  groups'  acceptability  scores  (52.0  as 
compared  to  46.5). 
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Table  50.  Frequency  EWstributioiis  of  Household  Responses  on  Independent 
Variables  for  Satisfaction  With  Care.  (All  communities  combined) 


Respondent  Age 

Mean  =  62.6  years 

<  or  =  65  years  old 

>  65  years  old 

55.9%  (N=19) 

44.1%  (N=15) 

Acceptability 
Mean  =  52.0 

Acceptability  Scale 
Score  =  47.9  or  less 

Acceptability  Scale 
Score  =  48  or  more 

25.0%  (N=8) 

75.0%  (N=24) 

1  able  based  on  data  from  Commumty  Health  Care  iiurvey. 
Percentages  reported  are  Valid  percents.  Missing  values  on  the  included 
survey  questions  ranged  between  2  and  4  (5.6-11.1%). 


As  is  seen  on  Table  51  on  Page  167,  "acceptability"  as  measured  by  the 
acceptability  scale  was  a  statistically  significant  predictor  of  satisfaction  with  care 
among  the  households  that  had  used  both  the  MAP  and  local  provider(s).  Age, 
using  respondents'  age  as  the  measure,  was  not  significantly  associated  with  any  of 
the  four  dependent  variables  for  satisfaction.  Thus  hypothesis  1.  (acceptability) 
was  supported  and  2.  (older  age)  was  not. 

Exploratory  Analysis 

Additional  exploratory  analyses  were  conducted  to  examine  relationships 
between  variables  of  interest  and  the  dependent  variables  use/willingness  to  use 
and  satisfaction  with  care.  The  results  of  bivariate  tests  of  association  between 
use/willingness  to  use  and  respondents'  health  status  revealed  a  significant 
association  with  use  of  the  MAF  but  not  with  use  of  the  provider,  or  willingness  to 
use  the  MAF  or  provider(s).  The  direction  of  the  relationship  was  negative,  or 


167 


Table  51.  "Satisfaction  with  Care"  -  Results  of  Hypotheses  Testing 
Using  Chi-square  Statistics  (All  communities  combined) 

Chi-square 

+/-  Association 

Significance^ 

Acceptability  scale  score  and 
satisfaction  with  local  MAF 

9.97 

+ 

.003 

Acceptability  scale  score  and 
satisfaction  with 
emergency  care 

9.10 

+ 

.005 

"Accectabilitv  scale  score  and 
satisfaction  with  local 
primary  care  provider(s) 

9.14 

.005 

Accentabilitv  scale  score  and 
satisfaction  with  available 
night/weekend  care 

7.48 

.013 

Resnnndent  a^e  and 
satisfaction  with  local  MAF 

.93 

na 

ns 

Respondent  age  and 
satisfaction  with 
emergency  care 

3.02 

na 

ns 

Respondent  age  and 
satisfaction  with  local 
primary  care  provide r(s) 

1.99 

na 

ns 

Respondent  age  and 
satisfaction  with  available 
night/weekend  care 

4.80 

na 

ns 

Adjusted  to  reduce  multiple  comparison  problems  ((r-l)(c-l)xp  value) 

(Fisher  &  van  Belle,  1993).  All  computed  with  1  df. 


the  poorer  the  respondents'  health  status  the  more  likely  a  household  member  or 
members  used  the  MAF  for  inpatient  care.  The  results  of  bivariate  tests  between 
use/willingness  to  use  and  the  importance  of  local  health  care  to  the  household 
revealed  significant  associations  with  use  of  the  provider,  willingness  to  use  the 
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MAF,  and  willingness  to  use  the  local  provider(s)  but  not  with  use  of  the  MAF. 
The  direction  of  the  relationships  were  positive,  or  the  higher  the  indication  of  the 
importance  of  local  health  care  the  more  likely  a  member  or  members  used  the 
provider(s)  and  were  willing  to  use  the  MAF  and  provider(s),  Bivariate  tests 
between  useAvillingness  to  use  and  how  long  respondents  lived  in  the  MAF 
communities  revealed  a  significant  association  with  use  of  provider  but  not  with 
use  of  the  MAF,  or  willingness  to  use  the  MAF  or  provider(s).  The  direction  of 
the  relationship  was  negative,  or  the  longer  the  respondent  lived  in  the  community 
the  less  likely  a  member  or  members  used  the  local  provider(s).  Other  variables 
of  interest  including  respondent  gender,  distance  to  the  next  source  of  emergency 
care  besides  the  MAF,  and  whether  household  members  had  personal  primary 
care  providers  or  not  were  also  examined  and  no  significant  associations  were 
found  with  the  use/willingness  to  use  variables.  Bivariate  tests  of  association 
between  the  satisfaction  with  care  variables  and  other  variables  including  income, 
respondents'  health  status,  transportation  convenience,  distance  from  MAF, 
distance  to  next  source  of  emergency  care,  and  community  affiliation  were  also 
examined  and  no  significant  associations  were  found. 


Chapter  5 
Discussion  and  Conclusions 

"This  sums  up  what  I  want  in  life  -  room  to  swing  my  arms  and  to  swing  my  mind. 
Where  is  there  more  opportimity  than  in  Montana  for  creation 
of  these  broad  margins,  physical  and  intellectual? 
Where  is  there  more  opportunity  to  enjoy  the  elemental  values  of  living, 
bright  sun,  clean  air  and  space?  We  have  yoom. 
We  can  be  neighbors  without  getting  in  each  other's  hair.  We  can  be  individuals." 

(Howard,  1943) 

Maintaining  access  to  health  care  for  residents  in  remote  frontier  areas  is  a 
daunting  challenge  with  no  clear-cut  solutions.  Montana's  Medical  Assistance 
Facility  model  may  be  one  potential  solution  for  maintaining  access  to  at  least 
basic  acute  care  services  for  frontier  residents.  Early  evaluations  conducted  for 
HCFA  found  that  the  MAP  model  was  a  promising  cost-effective  alternative  for 
communities  that  could  not  maintain  a  fully  licensed  hospital  (Gaumer,  et  al., 
1992;  Office  of  Inspector  General,  1993).  In  the  long  term,  however,  the 
conclusion  about  whether  a  MAP  is  a  viable  alternative  to  a  full  service  rural 
hospital  will  likely  be  tied  to  how  it  is  viewed  and  used  by  the  frontier  residents  it 
is  intended  to  serve.  The  MAP  experiment  in  Montana  furnished  the  opportunity 
described  in  this  study  to  examine  access  to  care  in  relation  to  the  MAFs  from  the 
perspectives  of  the  residents  living  in  the  MAF  service  areas.  In  this  chapter,  the 
results  of  this  study  v^U  be  summarized  and  discussed  and  conclusions  based  on 
the  results  will  be  presented.  Limitations  and  contributions  of  this  research  will 
also  be  presented  as  well  as  directions  for  further  study. 
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Summary  of  Results  and  Discussion 
The  Communities  and  Service  Areas 

The  MAF  communities  were  located  in  some  of  the  most  isolated  and 
sparsely  populated  counties  in  the  United  States  with  an  overall  average  of  1.4 
residents  per  square  mile.  Although  the  MAF  town  populations  were  small, 
nearly  all  had  the  largest  concentrations  of  residents  in  their  counties.  In  addition 
to  health  care,  the  MAF  communities  had  many  of  the  essentials  in  terms  of  basic 
businesses  and  services  to  offer  area  residents.  The  MAF  service  areas  had 
agriculturally  based  economies  and  as  such  experienced  severe  economic 
depressions  and  population  losses  in  the  recent  past.  Reflecting  this  economic 
situation,  the  income  data  for  residents  in  the  counties  where  the  MAFs  were 
located  revealed  low  household  and  per  capita  incomes  and  higher  proportions  of 
residents  at  or  below  federal  poverty  levels  as  compared  to  state  figures. 
Unemployment  rates,  however,  were  low  suggesting  that  most  residents  of  working 
age  who  were  able  to  work  were  employed  in  lower  paying  or  seasonal/part  time 
jobs.  The  proportion  of  residents  in  the  counties  with  MAFs  who  were  elderly 
was  moderately  to  significantly  higher  than  national  figures  for  all  rural  areas. 

Many  of  these  aspects  of  the  MAF  towns  and  service  areas  read  like  the 
textbook  picture  of  factors  identified  in  national  studies  related  to  rural  hospital 
closures.  It  is  not  surprising  that  the  hospitals  in  four  of  these  communities  closed 
before  reopening  as  MAFs  and  that  the  remaining  two  were  at  high  risk  of  closure 
before  conversion  to  MAF  licensure.  Given  the  economic  situation,  what  may  be 


171 

more  surprising  is  that  the  residents  in  most  of  these  counties  have  been  willing 
(and  able)  to  support  the  MAFs  operating  costs  with  their  taxes. 
The  MAFs  and  Providers'  Practices 

As  is  evident  by  the  description  of  the  MAFs  and  their  services  in  the 
previous  chapter,  the  facilities  operated  principally  as  long  term  care  facilities  with 
attached  emergency  rooms  and  acute  care  beds.  They  had  between  2  to  10  acute 
care  beds  and  19  to  40  LTC  beds.  The  facilities  offered  an  array  of  basic 
inpatient  and  outpatient  services  and  were  the  only  sources  of  acute  health  care 
for  29  to  85  miles.  From  one  to  three  primary  care  providers  and  providers  of 
other  health  services  practiced  in  the  MAF  communities;  many  practiced  in  the 
same  building  in  which  the  MAF  was  located  or  an  adjacent  building.  It  was 
unclear  if  all  of  these  providers  would  have  been  available  if  the  MAFs  had  not 
opened,  although  key  informants  thought  that  primary  providers  would  have  been 
lost  as  well  as  some  other  health  professionals. 

The  MAFs  had  very  low  inpatient  utilization  in  the  year  prior  to  this  study 
with  an  average  of  10.7  inpatients  per  month  at  the  busiest  facility  and  an  average 
of  1.9  patients  per  month  at  the  remaining  five.  Other  than  at  the  busiest  facility, 
this  inpatient  volume  was  virtually  the  same  as  the  volume  reported  in  a  HCFA 
evaluation  study  of  the  first  three  MAFs  from  data  collected  three  years  earlier 
(Gaumer,  et  al.,  1993).  The  MAF  emergency  rooms  were  used  more  heavily  with 
46.3  visits  per  month  (1.5  per  day)  at  the  busiest  and  an  average  of  15.5  visits  per 
month  (roughly  one  visit  every  other  day)  at  the  remainder.  Emergency  room  use 
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has  increased  over  time  when  these  figures  are  compared  to  the  9.5  visits  per 
month  reported  in  the  earlier  HCFA  study  (Gaumer,  et  al.,  1993).  The  MAFs 
were  heavily  reliant  on  Medicare  as  the  source  of  payment  for  their  patients'  care 
with  an  average  proportion  from  Medicare  of  74.7%  (based  on  administrators' 
estimates).  Primary  providers  practices  were  less  reliant  on  Medicare  with  an 
average  proportion  of  41.8%  (based  on  providers'  estimates). 

MAF  key  informants  reported  a  variety  of  methods  by  which  primary 
providers  and  nursing  staff  maintained  their  acute  and  emergency  clinical  skills 
and  most  rated  these  skills  as  good.  Most  MAF  emergency  entrances  and  rooms 
were  designed  and  equipped  to  facilitate  the  delivery  of  emergency  care.  The 
availability  of  the  necessary  personnel  for  emergency  and  inpatient  care  was  the 
greatest  challenge  for  the  MAFs  although  all  had  at  least  one  RN  one  call  or  on 
duty  24  hours  per  day  and  most  had  a  primary  provider  on  call  or  available  within 
one  hour  on  most  days.  All  had  x-ray  technicians  and  some  had  lab  technicians 
available  for  emergency  procedures. 

Given  the  very  limited  use  of  inpatient  services  and  heavy  reliance  on 
Medicare  reimbursement,  one  may  wonder  how  the  MAFs  were  able  to  cover 
their  operating  costs  and  remain  open.  While  ongoing  viability  was  still  an 
unanswered  question  for  most  of  the  MAFs,  nearly  all  received  annual  county  tax 
subsidies  and  all  were  attached  to  LTC  facilities  that  operated  at  or  near  capacity. 
The  MAFs  supplemented  their  incomes  by  providing  outpatient  services  such  as 
lab,  x-ray,  and  EKGs.  The  HCFA  waiver  for  the  MAF  program  also  allowed 
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reimbursement  for  services  to  Medicare  beneficiaries  based  on  reasonable  cost 
rather  than  prospective  payment  which  was  one  of  the  advantages  of  converting  a 
full  service  hospital  to  a  MAF.  Since  the  emergency  rooms  were  clearly  the  acute 
care  components  of  the  MAFs  most  heavily  utilized  by  residents,  one  might  also 
wonder  why  these  facilities  did  not  opt  for  a  different  alternate  model  such  as 
emergency  rooms  with  primary  care  and  outpatient  services.  Under  current 
Medicare  regulations,  however,  without  inpatient  acute  care  services  the  models 
could  not  receive  payment  under  Part  A  for  facility  costs  related  to  emergency 
room  services.  Under  Medicare  Part  B,  only  the  professional  component  of 
emergency  services  is  reimbursed  and  reimbursement  is  as  if  the  visits  were 
routine  office  visits  (Alpha  Center,  1990). 

One  of  the  major  rationales  underlying  the  need  for  the  MAF  or  other 
limited  service  rural  hospital  models  is  that  small  remote  rural  communities  often 
do  not  have  the  personnel  and  resources  required  to  maintain  their  full  service 
hospitals  as  required  by  Medicare  conditions  of  participation.  This  is  in  part  an 
economic  issue,  e.g.  having  to  pay  RNs  to  staff  a  facility  when  no  inpatients  are 
present,  having  to  guarantee  a  salary  to  a  physician  in  order  to  keep  or  recruit 
one.  But  it  is  also  an  availability  issue.  The  MAF  certification  requirements 
helped  partially  resolve  the  economic  issue  in  that  RN  staffing  requirements  were 
relaxed  and  mid-level  providers  could  provide  on-site  medical  coverage.  The 
availability  issue  was  still  very  much  a  problem,  however.  The  availability  of 
professional  nurses  was  addressed  by  mandating  that  directors  of  nursing  (or 
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designates)  be  available  on  call  when  not  on  duty,  which  for  some  directors  was  at 
great  personal  expense.    The  availability  of  medical  providers  was  addressed  by 
the  variously  interpreted  statutes  discussed  in  the  previous  chapter.  In  the  two 
communities  with  more  than  one  primary  provider,  medical  coverage  by  sharing 
call  was  less  of  a  problem.  In  the  four  sites  with  one  provider,  however,  the 
provider  was  either  expected  to  be  on  call  all  of  the  time  (except.during  planned 
absences)  or  as  in  one  community,  the  provider  was  expected  to  be  on  call  none 
of  the  time  after  office  hours.  Either  option  was  a  problem.  One  risked  primary 
provider  burn-out,  turn-over,  and  lack  of  medical  coverage  some  of  the  time;  the 
other  risked  nurse  burn-out  and  lack  of  medical  coverage  most  of  the  time. 
The  Participating  Households  and  Health  Care  Utilization 

Out  of  a  total  of  600  randomly  selected  households,  381  returned 
completed  surveys  for  a  response  rate  of  63.5%  Twenty  four  of  the  respondents 
from  these  households  were  then  interviewed  by  telephone.  A  total  of  1005 
individual  residents  lived  in  the  381  participating  households,  with  an  overall  mean 
of  2.6  residents  per  household.  Most  respondents  for  the  households  were  female, 
Caucasian,  and  averaged  53.7  years  of  age.  Most  reported  that  they  were  in 
excellent  or  good  health  and  rated  their  knowledge  of  local  health  care  as 
excellent  to  good.  The  largest  proportion  of  respondents  indicated  that  they  had 
lived  in  their  current  communities  for  more  than  30  years.  A  majority  of  all  other 
household  members  were  reportedly  in  excellent  or  good  health  and  were 
Caucasian. 
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Most  household  respondents  reported  that  their  household  members  were 
affiliated  with  the  MAF  community,  lived  fifteen  miles  or  less  from  this  town,  and 
lived  an  average  of  50  miles  from  another  source  of  emergency  care  besides  the 
MAF.  Most  respondents  indicated  that  their  household  had  convenient  or  very 
convenient  transportation  if  someone  needed  to  travel  for  health  care  and  nearly 
all  reported  that  having  local  health  care  was  very  or  somewhat  important  to  their 
households.  The  largest  proportion  of  participating  households  reported  annual 
incomes  before  taxes  of  between  $10,000  to  $24,999  which  was  low  considering 
that  it  was  similar  to  county  income  census  data  collected  six  years  earlier. 

A  majority  of  the  households  reported  having  some  form  of  government 
and/or  private  health  insurance  coverage  while  11.6%  indicated  no  insurance  (self 
pay  only).  The  proportion  that  was  uninsured  is  similar  to  the  12.6%  reported  in 
national  data  for  rural  populations  (Braden  &  Beauregard,  1994).  Despite  the 
relatively  low  incomes  reported,  few  households  reported  having  Medicaid 
coverage.  Rural  residents  with  lower  incomes,  however,  are  often  not  eligible  for 
Medicaid  and  other  forms  of  public  assistance  due  to  their  fixed  assets  (Comer  & 
Mueller,  1995).  Having  health  insurance  coverage  is  often  equated  in  the 
literature  as  having  access  to  health  care.  National  studies  have  found  that  rural 
residents  often  lack  insurance  due  to  seasonal  and  part-time  work  or  employment 
in  small  businesses  where  employee  benefits  do  not  include  insurance  (Foley, 
1993;  Rowland  &  Lyons,  1989).  In  contrast,  most  of  the  households  in  this  study 
indicated  having  insurance  but  as  discussed  in  the  previous  chapter,  many  of  these 
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residents  seemed  to  indicate  an  awareness  that  health  insurance  no  longer 
provided  the  safety  net  it  once  did.  Even  with  insurance  coverage,  many 
respondents  also  indicated  "self  pay"  when  asked  "If  you  or  any  member  of  your 
household  were  hospitalized  tomorrow,  who  do  you  think  would  pay  for  the 
majority  of  the  bill?" 

Most  household  respondents  were  familiar  with  the  local  MAF.  Nearly  all 
respondents  reported  being  inside  the  MAF  sometime  in  the  past  and  just  over 
half  reported  that  a  member  or  members  of  their  household  had  been  hospitalized 
or  received  emergency  care  at  the  MAF  some  time  in  the  past.  Two  thirds  of  the 
respondents  reported  that  no  one  in  their  household  had  been  hospitalized  in  the 
past  two  years  and  one  third  reported  1  to  9  hospitalizations  during  that  time. 
This  adjusts  roughly  to  .14  hospitalizations  per  person  per  year  which  is  similar  to 
the  .129  figure  reported  for  all  rural  residents  in  the  U.S.  (National  Center  for 
Health  Statistics,  1994).  Only  37  responding  households  reported  one  or  more 
inpatient  stays  in  the  local  MAF.  Hospitalizations  in  the  MAFs,  however, 
accounted  for  11.5%  of  the  total  number  of  inpatient  stays  reported  by  the 
households.  Given  that  the  MAFs  offered  limited  services,  this  seemed  a 
respectably  proportion  of  the  market-share  and  was  nearly  identical  to  the 
proportion  of  inpatient  stays  at  the  nearest  full  service  hospitals.  Slightly  more 
than  half  of  all  the  hospitalizations  occurred  in  the  closest  larger  towns  or  cities. 

Nearly  all  (92.5%)  responding  households  reported  medical  care  visits  in 
the  year  prior  to  the  survey  with  the  highest  proportion  reporting  between  three 
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to  ten  visits.  The  total  number  of  medical  care  visits  reported  in  this  study  adjusts 
roughly  to  3.02  visits  per  person,  which  is  nearly  the  same  as  the  3.3  office  visits 
per  year  reported  for  all  rural  residents  in  the  U.S.  (National  Center  for  Health 
Statistics,  1994).  It  is  interesting  to  note  that  participants  in  this  study  used  both 
medical  and  hospital  care  at  approximately  the  same  rates^  as  national  figures 
while  most  respondents  rated  the  health  status  of  their  household  members  as 
excellent  to  good.  A  national  study  found  that  28.0%  of  rural  residents  rated  their 
health  status  as  fair  to  poor  (Braden  &  Beauregard,  1994)  while  only  7.8%  of  the 
total  household  residents  were  rated  fair  to  poor  in  this  dissertation  study.  It  is 
possible  that  heavier  than  normal  use  of  health  care  by  the  fewer  numbers  of 
residents  whose  health  was  rated  fair  to  poor  accounted  for  this  discrepancy.  It 
was  not  possible  with  the  data  collected  in  this  study,  however,  to  examine  which 
members  were  using  the  care  and  match  it  to  health  status  rating. 

More  than  half  of  all  the  medical  care  visits  reported  were  with  providers 
in  the  MAP  communities  and  of  those  households  with  members  who  traveled  out 
of  town  for  medical  care,  less  than  half  were  seeing  family  practice  providers  in 
other  towns.  Three  fourths  of  the  households  reported  having  a  personal  primary 
care  provider  for  all  or  some  of  their  members  which  is  somewhat  lower  than 
national  data  for  rural  populations  (Braden  &  Beauregard,  1994).  Most 
respondents  from  households  with  regular  providers  reported  high  levels  of 
satisfaction  with  their  providers'  care.  Half  of  the  respondents  reported  that  the 
personal  primary  care  provider(s)  for  all  or  some  of  their  members  was  located  in 
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the  MAF  town.  Households  with  local  providers  averaged  4  more  medical  visits  in 
the  prior  year  than  those  with  out-of-town  providers.  Proportionately  more 
households  with  out-of-town  providers  reported  no  medical  care  visits  in  the  prior 
year  than  did  those  with  local  providers.  One  respondent  with  an  out-of-town 
provider  commented,  "All  doctors  want  you  to  come  back...This  one  understands 
when  I  can't  come  back,  that  it's  too  far." 

It  is  interesting  to  contrast  the  limited  utilization  of  the  MAFs  and 
provider(s)  with  the  responses  on  the  importance  of  having  local  health  care.  A 
large  majority  (95%)  of  the  respondents  reported  that  having  local  health  care  was 
very  or  somewhat  important  to  their  household  members.  Only  9.7%  of  the 
households  reported  having  a  member  or  members  hospitalized  in  the  MAF  in  the 
prior  two  years  and  68.2%  of  the  households  reported  using  the  local  provider(s) 
in  the  past  year.  As  discussed  in  the  previous  chapter,  some  respondents  could 
have  been  indicating  that  local  health  care  was  important  for  the  community 
whether  or  not  they  used  it.  Others,  however,  could  have  been  indicating  that  it 
was  important  "just  in  case." 

Clearly  the  household  residents  who  participated  in  this  study  were  regular 
users  of  primary,  acute,  and  specialty  health  care.  Their  rates  of  use  per  person 
were  similar  to  national  figures  for  rural  populations  for  both  hospitalizations  and 
medical  care  visits  although  proportionately  fewer  reported  having  personal 
primary  care  providers  than  national  figures.  Despite  the  low  inpatient  volumes  in 
the  MAFs  reported  in  the  previous  chapter,  some  residents  used  the  MAFs  for 
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some  or  all  of  their  acute  care  and  a  majority  used  the  local  provider(s)  for  some 
or  all  of  their  primary  care.  When  they  traveled  out  of  their  local  communities  for 
hospital  or  medical  care  they  tended  to  go  to  the  next  larger  town  or  city  rather 
than  the  closest  town  with  a  full  service  hospital. 
Aim  1.  Residents  Views  of  Characteristics  of  the  Care  System 

Most  respondents  indicated  that  the  number  of  services  offered  by  the 
MAFs  should  "stay  about  the  same"  rather  than  recommending  changes.  When 
asked  to  rate  the  MAF  and  its  services,  more  than  half  of  the  respondents  rated 
all  listed  services  as  excellent  or  good  except  for  food  and  outpatient  services, 
reasonableness  of  charges,  and  billing  and  financial  services.  The  highest  ratings 
were  given  for  staff  concern/compassion  and  building  cleanliness/condition.  When 
asked  to  rate  aspects  of  medical  care  in  their  local  communities,  more  than  half  of 
the  respondents  rated  all  listed  aspects  as  excellent  or  good  except  for 
acceptability  as  a  source  of  care,  waiting  time  in  the  office,  reasonableness  of 
charges,  night/weekend  care  availability,  and  consultation  with  specialists.  The 
highest  ratings  were  given  for  concern/compassion  for  the  patient  and  ability  to  get 
an  appointment  quickly.  And  when  asked  their  level  of  satisfaction  with  local 
health  care,  most  respondents  reported  high  levels  of  satisfaction  with  the  services 
that  were  available  in  their  towns.  Services  that  were  not  available  or  were 
available  but  less  visible  received  lower  satisfaction  reports. 

When  asked  where  household  members  would  first  seek  health  care  for  a 
variety  of  health  concerns,  respondents  were  very  well  informed  about  what 
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services  were  not  offered  locally  as  nearly  all  selected  other  locations  for  first  care 
for  these  problems.  Half  or  nearly  half  of  the  respondents  indicated  they  would 
first  seek  care  locally  for  the  services  that  were  offered  by  the  MAFs  and/or  local 
provider(s).  When  respondents  indicated  they  would  bypass  the  local  MAF  for 
care  that  the  MAFs  offered,  they  generally  indicated  intent  to  bypass  the  closest 
full  service  rural  hospital  as  well. 

When  respondents  were  asked  their  opinions  about  the  most  important 
local  health  care  issue  comments  related  to  the  MAFs  and  their  services,  the  local 
primary  provider(s),  and  finances  and  costs.  "Keeping"  or  maintaining  the  services 
and  providers  they  had  was  a  persistent  theme  in  the  comments  as  well  as  the 
importance  of  emergency  and  after  hours  care  "just  in  case."  The  importance  of 
available  emergency  care  was  also  mentioned  by  many  respondents  whose 
households  did  not  regularly  use  the  local  services  but  wanted  it  there  "just  in 
case."  The  notion  of  "use  it  or  lose  it"  was  mentioned  by  some  respondents,  but 
primarily  by  those  who  used  the  local  services. 

It  could  be  argued  that  most  rural  community  residents  are  not  qualified  to 
rate  clinical  aspects  of  health  care  such  as  quality  of  care  and  competence  of 
providers.  It  was  not  the  intent  of  this  study  to  assess  the  quality  of  care  or 
providers'  competencies,  however,  but  instead  residents'  perceptions  of  these  and 
other  local  health  care  matters.  Whether  or  not  they  were  qualified,  most  of  these 
residents  thought  they  were,  as  evidenced  by  the  large  number  who  provided 
ratings  rather  than  responding  "don't  know."  This  included  many  residents  who 
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did  not  use  the  local  services.  There  was  evidence  that  use  influenced  some 

respondents'  willingness  to  rate  services,  however.  More  residents  used  the  local 

provider(s)  than  the  MAF  and  there  were  correspondingly  fewer  "don't  knows"  on 

the  ratings  of  medical  care  than  ratings  of  the  MAF  services.  There  were  also 

slightly  more  negative  ratings  of  medical  care  than  MAF  services. 

Aim  2.  Relationships  Among  Views  of  the  Care  Svstem  and  Characteristics  of  the 

Population 

Older  aged  respondents  tended  to  rate  various  aspects  of  the  MAF  services 
and  medical  care  higher  than  younger  respondents  which  is  consistent  with  other 
studies'  findings  (Hart,  et  al.,  1989;  Ware  &  Berwick,  1990).  Older  aged 
respondents  also  tended  to  suggest  fewer  changes  in  the  number  of  MAF  services 
than  younger  respondents.  Respondents  who  indicated  that  local  health  care  was 
very  important  to  household  members  tended  to  rate  many  aspects  of  the  MAF 
and  medical  care  higher  than  those  who  indicated  local  health  care  was  less 
important.  These  respondents  also  tended  to  rate  their  own  knowledge  about 
local  health  care  higher  than  those  who  indicated  health  care  was  less  important. 
Respondents  who  indicated  that  all  or  some  of  their  household  members  had 
personal  primary  care  providers  tended  to  rate  several  aspects  of  the  MAF 
services  and  medical  care  more  highly  than  those  without  regular  sources  of 
primary  care.  Significant  associations  were  also  found  between  higher  income  and 
an  accommodation/convenience  factor,  and  between  convenient  transportation  and 
an  acceptability  factor.  No  significant  associations  were  foun  i  between  views  of 
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the  care  system  and  respondent  health  status  or  gender,  insurance  coverage,  or 
number  of  years  in  the  community.  Other  than  "community  affiliation",  no 
significant  associations  were  found  between  characteristics  of  the  population  and 
accessibility  factors  (distance  from  MAF,  distance  from  other  emergency  care). 

In  summary,  the  analyses  of  relationships  among  potential  access  to  care 
factors  revealed  that  being  older  aged,  reporting  that  local  health  'care  was  very 
important,  and  having  a  personal  primary  care  provider  were  associated  with  more 
positive  views  of  the  characteristics  of  the  local  care  system.  Reporting  a  higher 
income  was  associated  with  higher  ratings  of  "ability  to  get  an  appointment 
quickly"  and  having  convenient  transportation  was  associated  with  higher  ratings  of 
acceptability  of  local  providers.  It  should  be  noted  that  significant  associations 
were  identified  rather  than  cause  and  effect  relationships,  e.g.  it  is  unknown 
whether  viewing  local  health  care  as  very  important  resulted  in  higher  ratings  of 
local  care  or  having  a  more  positive  view  of  local  services  resulted  in  reporting 
that  local  care  was  very  important.  Since  nearly  half  of  those  with  personal 
providers  indicated  that  their  only  provider  or  one  of  their  providers  was  located 
in  the  local  town,  it  is  not  surprising  that  this  group  tended  to  rate  local  services 
higher.  It  is  likely  that  those  with  less  positive  opinions  of  local  care  would  be  less 
apt  to  identify  local  providers  as  their  "personal"  providers.  It  is  interesting  to 
note  that  residents  with  more  convenient  transportation,  and  presumably  greater 
abihty  to  travel  elsewhere  for  care,  tended  to  find  local  providers  more  acceptable 
than  those  with  less  convenient  transportation. 
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Aim  3.  Predictors  of  Use  and  Willingness  to  Use 

For  the  "use"  and  "willing  to  use"  dependent  variables  examined,  a  total  of 
9.7%  of  the  households  used  the  MAFs  in  the  past  two  years,  68.2%  used  local 
providers  in  the  past  year,  42.5%  indicated  willingness  to  use  the  MAFs  in  the 
future,  and  47.8%  indicated  willingness  to  use  the  local  providers  in  the  future. 
Based  on  multivariate  analysis,  the  predictors  of  using  the  MAF  for  inpatient  care 
were  higher  ratings  of  knowledge  of  local  health  care,  older  respondent  age,  and 
lower  income.  Bivariate  analyses  indicated  that  there  were  also  significant 
associations  between  using  the  MAF  and  the  acceptability  scale  score;  use  of  the 
local  provider(s);  and  community  affiliation  but  these  variables  were  not  significant 
in  the  multivariate  procedure.  Based  on  multivariate  analysis,  the  predictor  of 
using  the  local  provider(s)  for  medical  care  was  the  acceptability  scale  score. 
Bivariate  analyses  indicated  that  there  were  also  significant  associations  between 
using  the  provider(s)  and  higher  knowledge  of  local  health  care,  higher  income, 
younger  age,  fewer  miles  from  the  MAF  town,  more  convenient  transportation, 
and  community  affiliation  but  these  variables  were  not  significant  in  the 
multivariate  procedure. 

Based  on  multivariate  analysis,  the  predictors  of  willingness  to  use  the 
MAF  were  the  acceptability  scale  score  and  use  of  the  local  provider(s).  Bivariate 
analyses  indicated  that  there  were  also  significant  associations  between  willingness 
to  use  the  MAF  and  higher  knowledge  of  local  health  care  ratings,  higher  income, 
convenience  of  transportation,  and  community  affiliation  but  these  variables  were 
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not  significant  in  the  multivariate  procedure.  Based  on  multivariate  analysis,  the 
predictors  of  willingness  to  use  the  local  provider(s)  were  the  acceptability  scale 
score,  use  of  the  provider  in  the  past,  and  community  affiliation.  Bivariate 
analyses  indicated  that  there  were  also  significant  associations  between  willingness 
to  use  the  provider(s)  and  higher  knowledge  of  local  health  care  ratings, 
convenience  of  transportation,  and  community  affiliation  but  these  variables  were 
not  significant  in  the  multivariate  procedure. 

In  summary,  the  hypotheses  involving  knowledge,  age,  and  income  were 
supported  when  considering  use  of  the  MAF  for  inpatient  care.  The  hypothesis 
involving  acceptability  was  supported  when  considering  use  of  the  local 
provider(s).  The  hypotheses  involving  acceptability  and  use  of  the  provider(s)  were 
supported  when  considering  willingness  to  use  the  MAF.  And  the  hypotheses 
involving  acceptability,  use  of  the  provider(s)  in  the  past,  and  community 
affiliation  were  supported  when  considering  willingness  to  use  the  provider(s)  in 
the  future.  When  interpreting  the  predictors,  it  should  be  noted  that  significant 
associations  were  identified  rather  than  cause  and  effect  relationships,  e.g.  it  is 
unknown  whether  residents  are  more  likely  to  "use"  the  MAF  because  they  have  a 
high  level  of  knowledge  about  local  health  care  or  if  they  have  a  high  level  of 
knowledge  because  they  "used." 
Aim  4.  Predictors  of  Satisfaction  with  Care 

Although  the  number  of  households  in  the  analyses  for  aim  #4  were  few, 
most  "users"  of  both  the  MAF  and  local  provider(s)  were  highly  satisfied  with  their 
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care.  Using  bivariate  tests  of  association,  acceptability  was  identified  as  a 
significant  predictor  of  satisfaction  with  care  and  age  was  not  a  significant 
predictor  of  satisfaction.  Thus  the  hypothesis  that  of  those  residents  who  reported 
use  of  the  MAF  and  provider(s),  those  who  perceived  that  local  services  were 
acceptable  sources  of  care  would  be  more  likely  to  report  satisfaction  with  care 
was  supported.  The  hypothesis  that  of  those  residents  who  reported  use  of  the 
MAF  and  provider(s),  those  who  were  older  (>65  years)  would  be  more  likely  to 
report  satisfaction  with  care  was  not  supported.  Other  variables  of  interest  were 
examined  and  not  found  to  be  significantly  associated  with  satisfaction. 

Conclusions 

Based  on  the  community  residents'  perspectives  expressed  in  this  study,  the 
MAF  model  of  care  fulfilled  some  access  to  care  needs  in  these  frontier 
communities.  These  needs,  however,  were  not  as  much  for  access  to  acute 
inpatient  care  as  they  were  for  other  aspects  of  health  care  that  the  MAF 
provided  and/or  facilitated.  The  availability  of  emergency  care  met  the  needs  of 
residents  who  needed  and  used  this  care,  as  well  as  the  somewhat  unrealistic 
security  needs  of  the  residents  who  didn't  use  the  services  but  wanted  it  to  be 
there  "just  in  case."  The  MAF  localized  other  providers  and  services  that  might 
not  have  been  there  otherwise  such  as  primary  care,  outpatient  services,  wellness 
clinics,  visiting  specialists,  and  services  for  nursing  home  residents.  In  small 
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frontier  towns  that  had  experienced  other  losses  such  as  businesses  and 
population,  the  MAF  also  met,  at  least  in  part,  the  symbolic  needs  of  having  a 
hospital  as  a  community  structure.  Although  some  residents  viewed  it  as  a  "first 
aid  station,"  "keeping"  it  was  still  important. 

The  limited  use  of  the  MAF  and  local  provider(s)  was  similar  to  the 
reported  use  by  residents  living  in  many  towns  with  small  full  sen^ice  rural 
hospitals,  particularly  in  towns  with  hospitals  at  risk  of  closure.  It  should  be 
remembered  that  the  MAF  towns  had  hospitals  that  closed  or  were  at  risk  of 
closure  before  MAF  conversion  and  it  is  likely  that  consumer  outflow  contributed 
to  this.  Slightly  more  than  half  of  the  residents  used  local  providers  for  all  or 
some  of  their  primary  care  and  few  used  the  local  MAF  for  inpatient  care.  Use  of 
the  MAF  for  inpatient  care  had  not  increased  over  time  as  compared  to  earlier 
data.  Many  of  the  residents  bypassed  the  local  services,  bypassed  the  closest  rural 
town  with  a  hospital  and  physician,  and  traveled  to  the  larger  towns  or  cities  for 
their  care.  They  traveled  long  distances  to  meet  their  health  care  needs  and 
seemed  to  value  medical  specialist  care  and  the  technology  that  bigger  towns  and 
cities  offered.  In  very  small  rural  towns  with  populations  marginally  large  enough 
to  support  local  health  care  in  the  first  place,  any  outflow  of  health  care  business 
that  could  be  obtained  locally  may  be  seen  as  a  threat  to  the  MAFs  long  term 
viability.  On  the  other  hand,  if  one  accepts  this  rural  consurrier  behavior  as  a 
somewhat  inevitable  sign  of  the  times,  the  MAF  model  may  be  designed  to  endure 
despite  this  outflow  when  a  fully  licensed  hospital  could  not. 
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Residents  in  the  MAF  service  areas  felt  they  were  knowledgeable  and 
qualified  enough  to  rate  their  local  health  care  services  whether  or  not  they  used 
the  services.  And  MAF  service  areas  residents'  perceptions  of  their  local  health 
care  services  influenced  their  utilization  behavior.  Those  residents  most  likely  to 
use  the  local  MAF  for  inpatient  care  were  those  who  were  older,  had  lower 
incomes,  and  reported  higher  knowledge  levels  about  local  health  care.  Those 
residents  most  likely  to  use  the  local  provider(s)  were  those  who  viewed  local 
services  as  acceptable  sources  of  care.  Those  residents  most  likely  to  be  willing  to 
use  the  MAF  were  those  who  viewed  local  services  as  acceptable  and  used  the 
local  provider(s).  Those  residents  most  likely  to  be  willing  to  use  the  local 
provider(s)  were  those  who  viewed  local  services  as  acceptable,  used  the 
provider(s)  in  the  past,  and  were  affiliated  with  the  local  community. 

In  the  aim  #3  analyses,  acceptability  was  the  most  consistent  predictor  of 
use  and  willingness  to  use  local  health  care.  Acceptability  is  that  dimension  of 
access  to  care  related  to  the  clients'  attitudes  about  the  personal  and  practice 
characteristics  of  the  providers  and  services  (Penchansky  &  Thomas,  1981). 
Unlike  some  other  aspects  of  access  to  care,  acceptability  reflects  an  opinion,  a 
judgement,  and  personal  preferences  on  the  part  of  the  client  or  potential  client. 
The  current  rural  reality  for  obtaining  most  goods  and  services  including  health 
care  is  that  with  access  to  vehicles,  modern  highway  systems,  and  health  insurance, 
rural  consumers  are  riot  as  affected  by  distance  as  they  once  were.  And  this  study 
suggests  that  those  who  did  not  find  local  health  care  acceptable  also  voted  with 
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their  feet.  As  was  mentioned  earlier,  this  relationship  between  acceptability  and 
use  does  not  demonstrate  cause  and  effect.  Was  it  that  residents  thought  local 
services  were  acceptable  and  therefore  they  used,  or  that  residents  who  used  had 
enough  information  to  find  it  acceptable?  Whichever  the  direction,  these  findings 
are  consistent  with  the  literature  that  suggests  that  distance  no  longer  protects 
local  health  care  services  when  rural  consumers  are  dissatisfied  (Amundson,  1993; 
DeFriese  et  al.,  1992).  There  are  ethical  implications,  however,  to  concluding  that 
rural  residents  can  easily  travel  for  care  and  do  not  use  local  services  anyway. 
Many  residents  in  this  study  did  use  local  services,  particularly  primary  care.  And 
those  who  used  the  local  MAFs  were  more  likely  to  be  older  with  lower  incomes, 
and  thus  possibly  less  able  to  travel  for  care. 

An  unresolved  problem  in  most  of  the  MAP  towns  to  which  MAF  boards 
of  directors,  administrators,  and  primary  providers  should  attend  is  the  issue  of 
availability  of  medical  providers  and  professional  nurses  for  after  hours  and 
weekend  emergency  care.  In  the  investigator's  view,  some  community  residents 
who  participated  in  this  study  had  unrealistic  and  unreasonable  expectations  about 
this  availability,  e.g.  expecting  it  to  be  available  "just  in  case"  even  though  they  did 
not  support  it  by  using  it,  or  expecting  to  have  available  after  hours  care  for  non- 
urgent or  non-emergent  needs.  But  the  comments  of  most  respondents  indicated 
they  had  realistic  expectations  in  this  regard;  they  wanted  care  available  for  their 
household  members  when  they  assessed  the  needs  to  be  urgent  or  emergent.  Their 
comments  underscored  that  one  of  the  aspects  of  access  to  care  afforded  by  the 
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MAFs  they  valued  the  most  was  the  availability  of  after  hours  and  weekend 
emergency  care,  and  yet  it  was  the  aspect  of  local  medical  care  with  the  lowest 
ratings  and  the  aspect  of  local  health  services  (of  those  available)  with  the  lowest 
satisfaction  reports.  That  it  was  not  available  occasionally  was  tolerated  by  some, 
complained  about  by  others,  and  cited  as  a  reason  for  not  using  local  services  by 
still  others.  Clearly  having  one  person  take  more  call  is  an  unsatisfactory  solution 
to  the  availability  problem.  The  relationship  between  turnover  of  primary 
providers  and  nurses  and  having  one  person  assume  all  the  emergency  call  was 
discussed  earlier.  Turnover  affected  community  residents'  views  also.  The 
importance  of  continuity,  "keeping,"  retaining,  and  maintaining  providers  in  their 
communities  was  a  common  thread  in  the  comments.  There  was  also  evidence 
that  continuity  and  familiarity  were  components  of  "acceptability"  as  well. 

"Cross-site  staffing"  of  PAs  so  that  each  site  might  have  coverage  by  slightly 
more  than  one  full  time  equivalent  PA  was  recommended  in  a  previous  study  to 
prevent  provider  "burn-out."  (Gaumer,  et  al.,  1993,  p.  70).  Developing  a  state- 
wide locum  tenens  system  for  PA  and/or  physician  providers  and  professional 
nurses  might  hold  promise.  Having  all  RNs  on  staff  who  are  qualified  and  live 
within  the  required  20  minute  response  time  share  call  and  offering  incentives  for 
taking  call  may  assist  in  preventing  burn-out  and  turnover  of  directors  of  nursing. 
Or  as  was  done  in  one  MAF,  staffing  with  RNs  24  hours  per  day  and  thus 
reducing  the  need  for  nursing  call  would  eliminate  the  nursing  call  issue. 

The  conceptual  framework  of  access  to  care  described  on  pages  44-45,  was 
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useful  in  this  study  and  was  compatible  with  the  results.  Several  factors  related  to 
the  potential  access  to  care  dimension  (views  on  characteristics  of  the  care  system 
and  characteristics  of  the  population)  predicted  the  actual  access  to  care 
dimension  (use/willingness  to  use  and  satisfaction  with  care).  One  availability 
factor  (knowledge),  a  predisposing  factor  (age),  and  an  enabling  factor  (income) 
predicted  use  of  the  MAF  for  inpatient  care.  Acceptability  predicted  use  of  the 
local  provider(s)  as  well  as  willingness  to  use  both  the  MAF  and  provider(s)  and 
satisfaction  with  care.  An  enabling  factor  (use  of  the  local  provider  in  the  past) 
also  predicted  willingness  to  use  the  MAF  and  provider(s)  in  the  future.  A 
predisposing  factor  (community  affiliation)  also  predicted  willingness  to  use  the 
provider(s).  In  the  exploratory  analyses,  a  need  factor,  or  health  status  was 
significantly  related  to  use  of  the  MAF  for  inpatient  care. 


Limitations  and  Contributions  of  the  Research 


A  limitation  inherent  in  a  descriptive  cross-sectional  design  was  the  inability 
to  identify  cause  and  effect  relationships.  The  lack  of  prior  research  on  this  model 
of  care,  however,  provided  a  limited  basis  for  cause  and  effect  hypotheses 
formulation.  The  small  number  of  MAF  communities  examined  in  this  study  and 
their  unique  characteristics  limit  the  ability  to  generalize  to  other  limited  services 
rural  hospitals  in  other  states.  Due  to  time  and  funding  limitations,  comparison 
communities  (e.g.  communities  with  small  rural  full  service  hospitals)  were  not 
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employed  in  this  study.  Due  to  the  number  of  statistical  tests  conducted,  some 
caution  should  be  used  in  the  interpretation  of  the  results,  although  conservative 
corrections  were  made  to  reduce  multiple  comparison  problems. 

This  research  contributes  to  knowledge  useful  for  research,  practice,  and 
policy  development  in  several  ways.  It  was  the  first  indeptt)  examination  of 
residents'  perceptions  on  access  to  care  in  all  six  frontier  communities  with  MAFs 
operating  for  at  least  one  year.  It  provides  a  portrait  of  descriptive  information 
about  randomly  selected  samples  of  household  residents  from  each  MAF 
community,  their  use  of  health  care  services,  and  their  opinions  about  their  local 
MAFs,  primary  provider(s),  and  other  services.  This  study  also  identifies 
predictors  of  use  and  willingness  to  use  local  health  care  services  and  satisfaction 
with  care. 

The  study's  results  support  the  findings  of  Gaumer,  Gabay  and  Geller 
(1992,  1993)  in  their  prior  evaluations  of  the  MAF  model.  Their  work  found  that 
there  was  community  support  for  the  MAF  but  very  limited  use.  They  also  found 
that  older  age  was  associated  with  use  of  the  MAF  for  inpatient  care  and  that  the 
primary  enterprise  of  the  MAF  was  its  collocated  long  term  care  facility.  This 
study  extends  these  investigators'  findings  by  including  three  more  recently 
certified  MAF  sites,  and  providing  a  more  indepth  description  of  community 
residents  views,  a  description  of  the  local  provider(s)  practices,  residents'  views  of 
local  medical  care,  and  the  identification  of  other  factors  associated  with  use  and 
willingness  to  use  local  care  in  the  MAF  communities. 
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This  study's  findings  are  also  consistent  with  the  work  of  Hart,  Rosenblatt, 
and  Amundson  (1989);  Amundson  and  Rosenblatt  (1991);  and  Hart,  Lishner,  and 
Amundson  (1991)  who  have  studied  community  perceptions  about  full  service 
rural  hospitals  in  numerous  towns  in  the  northwest.  These  investigators  have 
found  that  rural  community  residents'  support  is  essential  for  hospital  survival. 
They  also  identified  that  residents  with  lower  incomes  and  those  who  use  local 
providers  are  more  hkely  to  use  local  hospitals.  The  mailed  survey  instrument 
used  in  this  dissertation  study  was  a  revision  of  their  instrument.  This  study 
extends  the  work  of  Hart,  Rosenblatt,  and  associates  by  adaptation  of  the 
instrument  for  use  in  communities  with  limited  service  hospitals,  development  of 
the  acceptability  scale,  and  identification  of  other  factors  associated  with  use  and 
willingness  to  use  local  health  care. 

These  data  from  frontier  residents  in  Montana  can  contribute  to  ongoing 
rural  nursing  theory  development  at  Montana  State  University  by  Weinert,  Long, 
and  colleagues  (Buehler  &  Lee,  1992;  Lee,  1993;  Long  &  Weinert,  1989;  Weinert 
&  Burman,  1994;  Weinert  &  Long,  1987,  1990,  1991,  1992,  1993).  Their  work  has 
identified  and  related  multiple  concepts  relevant  to  rural  health  and  rural  nursing. 
This  dissertation  study  can  contribute  to  concepts  already  identified  regarding 
rural  residents'  health  seeking  behaviors  and  add  additional  concepts  related  to 
residents  perceptions  of  local  access  to  care  including  "just  in  case,"  "keeping,"  and 
"acceptability." 

In  the  practice  arena,  this  study's  results  contain  valuable  information  for 
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individuals  in  Montana  and  other  states  who  are  involved  with  meeting  the  needs 
of  residents  in  sparsely  populated  areas.  The  individual  community  level  data 
were  shared  soon  after  data  collection  with  MAF  key  informants  to  assist  in  their 
ongoing  efforts  to  respond  to  their  communities'  needs  and  expectations.  The 
final  results  (all  communities  combined)  were  also  shared  ^yith  them  as  well  as 
with  individuals  responsible  for  management  of  the  MAF  demonstration  and  over- 
sight of  the  MAFs.  Follow-up  summary  articles  were  sent  to  local  newspapers  in 
the  MAF  towns  to  inform  residents  about  the  major  findings  of  the  study  and 
increase  their  knowledge  about  local  health  care  services.  The  study's  findings 
related  to  "acceptability"  in  predicting  use/willingness  to  use  local  care  may  be 
particularly  useful  to  those  in  practice  settings.  Attending  to  community 
perceptions  of  competence/quality,  the  "art"  of  care,  and  appearance  of  facilities 
as  well  as  developing  strategies  to  strengthen  or  improve  these  perceptions  may 
reduce  outmigration  for  care  that  is  available  locally. 

In  the  policy  development  arena,  the  results  of  this  study  can  be  used  in 
planning  and  revising  approaches  to  care  delivery  for  frontier  residents.  The 
findings  also  provide  data  for  evaluating  the  MAF  model's  potential  for  meeting 
the  needs  of  residents  in  other  remote  rural  areas.  The  dissertation  will  be  shared 
with  HCFA  for  use  in  their  continuing  deliberations  regarding  a  national  limited 
service  hospital  model.  In  addition  to  other  dissemination  plans  by  the 
investigator,  it  is  her  understanding  that  HCFA  also  intends  to  disseminate  the 
final  summary  report  of  the  study  to  interested  others. 
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Based  on  the  MAF  community  residents'  perspectives,  the  results  suggest 
that  some  health  care  policy  modifications  are  in  order.  The  findings  confirm  that 
the  MAF  model  fulfills  some  access  to  health  care  needs  in  frontier  communities. 
The  results  also  suggest,  however,  that  flexibility  is  needed  in  policies  governing 
limited  service  models  of  care  so  that  local  needs  can  be  met  in  the  most  effective 
and  efficient  manner  possible.  This  study  found,  for  example,  that  emergency  care 
was  the  health  service  most  used  and  valued  by  community  residents.  Other  than 
at  the  busiest  MAP,  inpatient  beds  were  rarely  used,  but  the  MAFs  needed 
inpatient  beds  in  order  to  be  reimbursed  for  facility  costs  associated  with 
emergency  care.  In  some  of  these  MAF  communities,  it  may  have  been  more 
appropriate  to  expend  limited  resources  on  other  care  services  such  as  home 
health,  adult  day  care,  assisted-living  units,  etc.  rather  than  inpatient  beds  if 
reimbursement  mechanisms  encouraged  this  flexibility.  The  issue  of  availability  of 
professional  personnel  for  emergency  and  after-hours  care  suggests  some  state 
level  policy  and/or  program  modifications,  as  discussed  in  the  conclusions  section. 
Although  not  fully  explored  in  this  study,  congruence  of  statutes  governing  the 
practice  of  mid-level  providers  needs  to  be  examined.  During  the  community 
visits,  for  example,  it  was  learned  that  while  PA-C  providers  were  authorized  by 
statute  to  manage  office-based  primary  care  and  long  term  care,  only  physician 
providers  could  authorize  aspects  of  care  such  as  home  health  services,  obtaining 
handicapped  parking  permits,  etc. 

From  a  methodological  perspective,  the  study  contributes  to  knowledge 
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about  survey  methods  that  are  successful  with  rural  populations  and  the 
importance  of  using  multiple  methods,  or  triangulation.  The  extensive  preparation 
prior  to  community  data  collection  gained  the  assistance  of  individuals  in  Helena, 
Montana  and  in  the  MAF  communities  which  was  essential  for  successfully 
implementing  the  study.  The  preparatory  activities  with  t^e  local  media  also 
increased  the  visibility  of  the  study  in  the  local  communities  and  may  have 
contributed  to  a  higher  response  rate  than  is  usually  reported  in  similar  work. 
Triangulation  of  methods  yielded  a  much  richer  understanding  of  access  to  care 
from  the  perspectives  of  MAF  community  residents  than  what  would  have  been 
possible  from  a  single  method.  The  quantitative  methods  permitted  the  collection 
of  data  from  large  numbers  of  households,  thus  providing  adequate  statistical 
power  for  the  identification  of  predictors.  The  data  from  qualitative  open-ended 
questions  on  the  mailed  survey  and  telephone  interviews  sketched  in  the  blanks  in 
meaning  and  added  depth  to  the  quantitative  results.  And  the  community  visits 
served  as  validity  checks  and  contributed  to  a  broader  context  for  the 
interpretation  of  the  results. 

Directions  for  Further  Research 


There  is  much  yet  to  be  learned  about  the  MAF  model  of  care  and  its 
relationship  with  the  service  area  surrounding  it.  The  potential  areas  for  future 
resea^h  seem  endless.  This  discussion  of  directions  for  future  research,  however, 
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will  constrain  itself  to  directions  suggested  by  the  data  collected  and  results  of  this 
study. 

Since  the  MAP  demonstration  is  an  ongoing  project,  replication  of  this 
study  in  newly  certified  MAP  communities  before  or  after  they  open  would  build 
on  the  results  regarding  community  residents  views.  Also  since  the  MAP  program 
is  ongoing,  it  would  be  instructive  to  use  study  designs  rigorous  enough  to 
determine  outcomes  on  the  health  of  the  populations  the  MAPs  are  designed  to 
serve;  e.g.  examine  use  over  time  and  various  health  indices  of  the  populations  or 
subgroups  such  as  frail  elderly,  pre-  and  post-MAP  conversion  to  learn  the  effects 
on  health  outcomes. 

The  acceptability  scale  identified  in  this  study  as  the  most  consistent 
predictor  of  use  and  willingness  to  use  the  MAPs  and  provider(s)  and  satisfaction 
with  care  needs  further  study  and  refinement.  Does  the  scale  include  all  aspects 
of  "acceptability"  and  does  it  predict  use  and  satisfaction  in  other  communities 
implementing  MAPs?  Is  acceptability  another  measure  of  satisfaction  and  thus 
accounts  for  its  strong  relationship  with  satisfaction?  Is  the  acceptability  scale  or 
some  revision  of  it  a  useful  measure  of  community  support  when  assessing  support 
while  considering  conversion  from  hospital  to  MAP? 

Is  the  survey  question  used  in  this  study  to  measure  "willingness"  to  use  a 
reliable  measure?  Longitudinal  studies  of  subgroups  in  the  MAP  communities  as 
suggested  above  could  be  employed  to  examine  this  question.  Whether  residents 
used  the  facility  they  intended  to  use  as  they  encountered  future  health  care 
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problems  could  be  examined  as  well  as  reasons  for  use  of  the  facilities  they 
actually  used. 

A  limited  number  of  access  to  care  factors  were  included  in  the  aim  #3 
analyses  due  to  the  sparse  prior  research  on  the  MAF  model.  The  study's  findings 
suggest  that  other  factors  might  be  related  such  as  health  status  and  importance  of 
local  health  care.  Further  analyses  of  these  factors  could  be  conducted. 
Respondent  age  was  used  in  this  study  as  a  proxy  for  household  members  ages. 
The  use  of  a  more  precise  measure  could  be  examined  such  as  mean  ages  of  adult 
household  members  or  mean  age  of  all  household  members. 

Replication  of  this  or  a  similar  study  in  communities  where  there  are  small 
full  service  hospitals  and  in  frontier  communities  where  hospitals  closed  and 
MAFs  did  not  replace  them  to  compare  with  the  results  of  this  study  would  be 
informative.  It  could  be  that  community  perceptions  and  residents  use  patterns 
are  similar.  It  was  found  in  a  -prior  study  that  hospitals  did  not  convert  to  MAFs 
unless  it  was  very  clear  that  they  would  close  if  they  did  not  convert  (Gaumer,  et 
al.,  1992).  Thus  the  appropriate  comparison  to  a  MAF  may  be  a  town  with  no 
hospital  or  MAF.  Replication  of  this  or  a  similar  study  in  communities  in  other 
states  with  different  limited  service  rural  hospitals  would  also  be  instructive. 

Exploring  differences  between  communities  could  be  conducted  with  the 
data  collected  in  this  study.  Comparisons  among  communities  with  no  closure 
time  between  the  hospital  and  the  MAF  and  those  with  closure  could  be 
informative.  Comparisons  based  on  length  of  provider  tenure  and  type  of 
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provider  (PA  or  physician)  could  be  explored.  As  was  revealed  by  the  utilization 
data,  one  MAF  was  clearly  more  heavily  utilized  than  the  other  five.  It  would  be 
informative  to  explore  if  community  perceptions  in  this  community  differed  as 
well.  Additional  qualitative  analyses  could  be  conducted  on  the  data  collected  in 
the  telephone  interviews  to  identify  additional  concepts  and  themes  related  to 
frontier  residents  help  seeking  behaviors,  definitions  of  health,  and  health 
maintenance  strategies. 

This  study  examined  the  MAF  model  of  care  primarily  from  the  community 
residents'  perspectives.  Further  direct  study  of  the  MAF  structures  and  processes 
is  needed.  The  role  of  the  directors  of  nursing  is  unique  in  the  MAF  model  of 
care  and  could  be  described.  Issues  related  to  quality  of  care,  quality  assurance, 
staffing,  and  skill  building/maintenance  could  be  further  examined. 

And  finally,  as  was  found  in  this  and  other  studies  (Gaumer,  et  al.,  1992, 
1993),  the  MAF  model  is  extremely  dependent  on  Medicare  for  reimbursement  of 
its  patient  services.  Since  reductions  in  the  Medicare  program  are  currently  being 
contemplated,  it  was  suggested  by  a  MAF  administrator  that  if  Medicare  cuts  do 
occur,  it  would  be  revealing  to  replicate  this  study  some  time  after  the  cuts  are 
implemented  (W.  Busch,  personal  communication,  10-12-95).  The  Medicare 
reduction  could  be  considered  a  natural  experiment  and  community  residents' 
views  on  access  to  care  from  the  dissertation  in  these  Medicare  dependent 
communities  could  serve  as  the  pre-experimental  measures. 
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MAF  key  informant  instruments 

MAF  KEY  INFORMANT  SURVEY 
Chief  Executive  Officers/Administrators 

University  of  Washington  -  Jean  Shreffler,  Doctoral  Candidate 
This  survey  is  being  conducted  to  provide  descriptive  information  about  your  community/service 
area  and  your  Medical  Assistance  Facility  (MAF).  The  overall  goal  of  the  study  is  to  explore  the 
perspectives  of  residents  in  the  MAF  service  areas  on  available  health  care  resources.  Your 
responses  on  this  survey  will  be  used  to  help  describe  the  service  area,  the  health  care  services 
available,  and  utilization  of  services.  Your  responses  are  strictty  confidential  and  only  the 
researcher  will  have  access  to  identifying  information.  Your  input  is  very  importanL  Please 
return  the  completed  survey  in  the  enclosed  envelope  within  one  week. 

Service  Area  Demographics: 

1    What  is  the  approximate  population  of  the  service  area  (the  area  which  the 
MAF  is  intended  to  serve)? 


2    Please  circle  the  approximate  service  area  on  the  following  map  of  Carter 
County: 


C   *  •   I    (  • 


3    What  are  the  primary  occupations  of  residents  in  the  MAF  service  area? 


Medical  Assistance  Facility  TMAF)  Demographics: 

4  How  many  acute  care  beds  are  in  your  MAF?   

5  How  many  Long  Term  Care  beds  are  in  your  MAF  &  Nursing  Home?  

6  How  many  Swing  Beds  are  in  your  MAF  &  Nursing  Home?   

7  What  is  the  approximate  date  the  MAF  was  certified/operational  to  admit 
patients?   

8  What  is  the  approximate  date  of  closure  of  former  full-service  hospital? 
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9    Approximately  what  year  was  the  building  in  which  the  MAF  beds  are  located 
built? 


10  If  there  has  been  a  major  renovation  to  the  building  in  which  the  MAF  beds 

are  located,  when  was  it  last  done?   year 

or  no  renovation 


11  Do  you  have  a  formal  patient  trsmsfer  agreement  with  a  full-service  hospital? 
(Circle  one) 

a.  NO 

b.  YES 

If  yes,  in  which  town/city  is  this  transfer  hospital  located: 


12    Please  check  the  Health  Care  Services  offered  by  the  MAF: 
(C3ieck  all  that  apply) 

 Emergency  Room   Inpatient  Medical 

 Inpatient  Minor  Surgical   Inpatient  Pediatric 

 Inpatient  General  Surgical  '   Inpatient  Obstetrical 

 Inpatient  Laboratory   Inpatient  X-ray 

 Outpatient  Laboratory   Outpatient  X-ray 

 Inpatient  Pharmacy   Inpatient  Respiratory  Therapy 

 Outpatient  Pharmacy   Outpatient  Respiratory  Therapy 

 Inpatient  EKG   Inpatient  Physical  Therapy 

 Outpatient  EKG   Outpatient  Physical  Therapy 

 Inpatient  Therapeutic  Dietary   Occupational  Therapy 

 Home  Health  Care   Dischg.  Preparation/Social  Services 

 Other  not  on  list  (Please  specify): 


13  How  many  inpatient  admissions  has  your  MAF  had  in  the  past  year? 


14  What  was  the  average  length  of  stay  for  MAF  admissions  in  the  pzist  year? 


15  How  many  Emergency  Room  visits  has  your  MAF  had  in  the  past  year? 
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16  Approximately  how  many  MAF  discharges  have  there  been  in  the  past  year 
to: 

Hospital:  

Long  Term  Care  Facility:  

Home:   

Other  (Please  specify): 


17  Of  the  total  MAF  patients  admitted  in  the  past  year,  how  many  have  been 
surgical  admissions? 

 number    or    estimated  %  

18  Of  the  total  MAF  patients  admitted  in  the  past  year,  how  many  have  been 
obstetrical  admissions? 

  number    or    estimated  % 


19  For  MAF  patients  admitted  in  the  past  year,  please  indicate  your  best 
estimate  of  proportions  (percentages)  of  patients  who  paid  by  the  following 
methods: 

 %  Medicare   %  Medicaid   %  Private  Insurance 

 %  Self  Pay   %Other  (Please  specify):  

Health  Care  Services: 

22  Please  check  the  available  Health  Care  Services  in  Ekalaka  (affiliated  or  not 
affiliated  with  the  MAF)?    (Check  all  that  apply) 

 Dental  Care   Speech  Therapy 

 Occupational  Therapy   Mental  Health  Services 

 Home  Health  Care   Physical  Therapy 

 Optometrist   Pharmacist 

 Health  Promotion/Disease  Screening  Services  (Please  specify  what  services): 


Visiting  Medical  &  Health  Care  Specialists  (Please  specify  which  specialties): 


Other  not  on  List  (please  specify): 
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23  In  your  opinion,  what  health  care  services  (in  addition  to  acute  inpatient  care) 
would  not  be  available  in  Ekalaka  if  the  local  hospital  had  closed  and  the  MAF 
had  not  opened?  (Please  include  the  reason(s)  why  you  believe  this  to  be  the 
case.) 

#1   Why?  

#2   Why?  

#3   Why?  

#4   Why?  

About  Yourself: 

24  Is  your  CEO/administrative  jxjsition?   Full  Time   Part  Time 

25  Are  you  the  CEO/Administrator  of  the  Long  Term  Care  Facility  in  Ekalaka? 

YES  NO 


26  Are  you  also  the  CEO/Administrator  of  a  health  care  facility  in  another  town? 
YES  NO 


27  Were  you  employed  by  the  full-service  hospital  in  Ekalaka  before  it  closed? 
 YES   NO 

If  yes,  please  indicate  your  former  position:  

28  When  were  you  employed  as  CEO/Administrator  of  the  MAF? 
 month,  year 

29  Approximately  how  far  do  you  live  from  Ekalaka?  miles  (one-way) 

30  Other  Comments  (Including  any  comments  and/or  additional  questions  you 
would  like  added  to  the  Community  Health  Care  Survey): 

Thanks  so  much  for  your  help.  Please  remember  to  mail  this  survey. 
I  look  forward  to  speaking  with  you  soon. 

Jean  Shreffler,  Doctoral  Candidate 
University  of  Washington  School  of  Nursing 
SC-72 
Seattle,  WA  98195 
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Gary  Hart  PhD,  WAMI  Rural  Health  Research  Center,  University  of  Washington  Department  of 
Family  Medicine  and  David  S.  Carrell  PhD,  University  of  Washington  School  of  Nursing,  Office  of 
Research. 
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MAF  KEY  INFORMANT  SURVEY 
Nurse  Administrators/Directors  of  Nursing 

University  of  Washington  -  Jean  Shreffler,  Doctoral  Candidate 
This  survey  is  being  conducted  to  provide  descriptive  information  about  your  community/service 
area  and  your  Medical  Assistance  Facility  (MAF).  The  overall  goal  of  the  study  is  to  explore  the 
perspectives  of  residents  in  the  MAF  service  areas  on  available  health  care  resources.  Your 
responses  on  this  survey  will  be  used  to  help  describe  the  community,  the  health  care  services 
available,  and  utilization  of  services.  Your  responses  are  strictly  confidential  and  only  the 
researcher  will  have  access  to  identifying  information.  Year  input  is  veiy  important  Please 
return  the  completed  survey  in  the  enclosed  envelope  within  one  week. 


Community  Demographics: 

1    What  are  the  primaiy  occupations  of  residents  in  your  MAF  service  area  (the 
area  the  MAF  is  intended  to  serve)? 


2   Please  check  the  businesses  &  services  that  are  available  in  Ekalaka: 
(Check  all  that  apply) 

 Grade  School 

 High  School 


Adult  Education 

Programs 
Senior  Citizens 

Center 
_  4  H  Club 
_  Women's  Club(s) 
_  Rotary/Grange 
Parent-Teachers' 

Association 


Lumber/Building  Supply  Store 
Grain/Animal  Feed  Store 
Agricultural  Equipment  Store 
Automobile  Dealer 
Clothing  Store 
Hardware  Store 
Drug  Store 
Restaurant(s) 
Movie  Theater 
Public  Transportation 
Laundromat 


Medical  Assistance  Facility  (MAF)  Demographics: 

3  Do  you  have  a  formal  patient  trcinsfer  agreement  with  a  full-service  hospital? 
(Circle  one) 

a.  NO      b.  YES  If  yes,  in  which  town/city  is  this  hospital 
located:  

4  Does  Ekalaka  have  a  Licensed  Ambulance  Service  that  can  be  used  to  transfer 
patients  to  a  full-service  hospital?     (Circle  one)      a.  NO      b.  YES 

5  Does  Ekalaka  have  a  Quick  Response  Unit  that  can  be  used  to  transfer 
patients  to  a  full-service  hospital?    (Circle  one)      a.  NO      b.  YES 

6.  What  method  is  usually  used  when  patients  are  in  need  of  transfer  to  a  full 
-service  hospital?  
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7   Please  check  the  Health  Care  Ser 
(Check  all  that  apply) 

 Emergency  Room 

 Inpatient  Minor  Surgical 

 Inpatient  General  Surgical 

 Inpatient  Laboratory 

 Outpatient  Laboratory 

 Inpatient  Pharmacy 

 Outpatient  Pharmacy 

 Inpatient  EKG 

 Outpatient  EKG 

 Inpatient  Therapeutic  Dietary 

 Home  Health  Care 

 Other  not  on  list  (Please  specify): 


offered  by  the  MAF: 

 Inpatient  Medical 

 Inpatient  Pediatric 

 Inpatient  Obstetrical 

_  Inpatient  X-ray 

_  Outpatient  X-ray 

_  Inpatient  Respiratory  Therapy 

_  Outpatient  Respiratory  Therapy 

_  Inpatient  Physical  Therapy 

_  Outpatient  Physical  Therapy 

 Occupational  Therapy 

_  Dischg.  Preparation/Social  Services 


Health  Care  Providers  and  Services: 

8    Please  check  the  available  Health  Care  Services  in  Ekalaka  (affiliated  or  not 
affiliated  with  the  MAF)?     (Check  all  that  apply) 

 Dental  Care   Speech  Therapy 

 Occupational  Therapy   Mental  Health  Services 

 Home  Health  Care   Physical  Therapy 

 Optometrist   Pharmacist 

 Health  Promotion/Disease  Screening  Services  (Please  specify  what  services): 


Visiting  Medical  &  Health  Care  Specialists  (Please  specify  which  specialties): 


Other  not  on  List  (please  specify): 


9    In  your  opinion,  what  health  care  services  (in  addition  to  acute  inpatient  care) 
would  not  be  available  in  Ekalaka  if  the  local  hospital  had  closed  and  the  MAF 
had  not  opened?  (Please  include  the  reason(s)  why  you  believe  this  to  be  the 
case.) 

#  1  Why?  

#2  Why?  

#3  Why?  . 

#4  Why?  
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10  How  many  Nursing  Employees  are  there  in  the  MAF  &  Nursing  Home 
(Full  or  Part  Time)? 

Registered  Nurses  (not  counting  yourself)   Number 

-  Licensed  Practical  Nurses   Number 

Nursing  Assistants   Number 

1 1  How  many  vacant  positions  are  there  in  your  nursing  department 
(MAF  and  Long  Term  Care)? 

  No  vacant  positions 

  Yes,  there  are  vacant  positions  (Please  specify): 

 #  of  RN  vacancies  Actively  recruiting?  YES 

 #  of  LPN  vacancies  Actively  recruiting?  YES 

 #  of  Nursing  Assistant  vac's   Actively  recruiting?  YES 

12  Please  indicate  below  what  methods  nurses  in  your  MAF  have  used  in  the  past 
year  to  remain  current  in  acute  and  emergency  care  skills  and  abilities: 

(List  in  order  of  importance) 

1  

2  

3  

4  

13  According  to  MAF  certification  requirements,  the  Director  of  Nursing,  or 
other  registered  nurse,  must  be  on  call  and  available  within  20  minutes  at  all 
times  (when  not  otherwise  on  duty). 

a.  Besides  yourself,  how  many  other  RNs  share  this  responsibility  with  you? 


b.  Please  estimate  the  percentage  of  time  that  you  assume  this  responsibility: 

 % 

c.  Please  comment  on  how  easy/difficult  it  has  been  for  you  personally  to  fulfill 
this  responsibility: 


NO 
NO 
NO 


14  According  to  MAF  certification  requirements,  a  physician,  PA,  or  NP  must  be 
on  duty  or  on  call  and  physically  available  within  one  hour  at  all  times.  If  this 
cannot  be  assured  within  one  hour  after  a  patient  first  contacts  the  MAF,  the 
Director  of  Nursing  (or  designated  RN)  arranges  for  transfer  of  the  patient  to 
an  appropriate  facility. 

a.  Does  your  MAF  have  standing  orders  that  give  guidance  on  emergency  care 
of  the  patient  while  you  are  attempting  to  reach  the  primary  care  provider? 
(Check  one) 

 YES   NO   I  L\VE  SOME,  DEVELOPING  OTHERS 
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b.  If  you  determine  that  the  primary  provider(s)  is  not  going  to  be  available 
within  one  hour,  how  do  you  determine  the  appropriate  transfer  facility? 
Please  comment  briefly: 


c.  Please  estimate  the  number  of  times  in  the  past  year  that  you  were  not  able 
to  assure  that  the  primary  care  provider  would  be  available  within  one  hour 
and  consequently  you  needed  to  arrange  for  the  transfer  of  the  patient: 
 approx.  times  in  the  past  year 

15  Please  indicate  the  supplies,  equipment,  and  other  resources  you  have 
available  to  assist  in  providing  care  for  emergency  patients  and  inpatients  in 
your  MAF: 

(Check  all  that  apply) 

 Crash  (Code)  Cart   Cardiac  Monitor 

 Defibrillator   Emergency  X-ray  ability 

 Emergency  Lab  ability   Emergency  Resp.  Therapy  ability 

 Chest  Tube  Supplies   Cast  materials/splints 

 IV  Volume  Expander  Products 

 Airway  Management  supplies 

 Additional  nursing  personnel  for  assistance 

 Nursing  History/ Assessment  Guides 

 Patient  Teaching  materials/supplies 

16  In  general,  how  do  you  rate  the  MAF  nursing  staffs  (including  yourself) 
clinical  skills  and  abilities  needed  to  assist  in  the  care  of  inpatient  and 
emergency  patients? 

a.  Excellent 

b.  Good 

c.  Average 

d.  Fair 

e.  Poor 

If  you  feel  that  care  could  be  improved,  please  indicate  what  additional 
skills  and  abilities  would  help. 


17  In  general,  how  do  you  rate  the  local  primziry  care  provider(s)  clinical  skills 
and  abilities  needed  to  manage  the  care  of  inpatient  and  emergency  patients? 

a.  Excellent 

b.  Good 

c.  Average 
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d.  Fair 

e.  Poor 

If  you  feel  that  care  could  be  improved,  please  indicate  what  additional 
skills  and  abilities  would  help. 


About  Yourself: 

18  Is  your  nursing  administration/Director  of  Nursing  (DON)  position? 
Full  Time  Part  Time 


19  Are  you  also  the  nurse  administrator/DON  of  the  Long  Term  Care  Facility  in 
Ekalaka? 

YES  NO 


20  Were  you  employed  by  the  full-service  hospital  in  Ekalaka  before  it  closed? 
YES  NO 


If  yes,  please  indicate  your  former  position:  

21  When  were  you  employed  as  nurse  administrator/DON  of  the  MAF? 
 month,  year 

22  Approximately  how  far  do  you  live  from  Ekalaka?  miles  (one-way) 

23  Other  Comments  (Including  any  comments  and/or  additional  questions  you 
would  like  added  to  the  Conmiunity  Health  Care  Survey): 

Thanks  so  much  for  your  help.  Please  remember  to  mail  this  survey. 
I  look  forwcird  to  speaking  with  vou  by  phone  soon. 

Jean  Shreffler,  Doctoral  Candidate 
University  of  Washington  School  of  Nursing 
SC-72 
Seattle,  WA  98195 


Acknowledgements:  This  instrument  was  developed  by  the  researcher  in  consultation  with:  L. 
Gary  Hart  PhD,  WAMI  Rural  Health  Research  Center,  University  of  Washington  Department  of 
Family  Medicine  and  David  S.  Carrell  PhD,  University  of  Washington  School  of  Nursing,  Office  of 
Research. 
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221 

MAF  KEY  INFORMANT  SURVEY 
Primary  Care  Providers 

University  of  Washington  -  Jean  Shreffler,  Doctoral  Candidate 
This  survey  is  being  conducted  to  provide  descriptive  information  about  the  practices  of  providers 
in  communities  with  a  Medical  Assistance  Facility  (MAF).  The  overall  goal  of  the  study  is  to 
explore  the  perspectives  of  residents  in  the  MAF  service  areas  on  the  available  health  care 
resources.  Your  responses  on  this  survey  will  be  used  to  help  describe  the  health  care  services 
available  and  utilization  of  these  services.  Your  responses  are  strictly  confidential  and  only  the 
researcher  will  have  access  to  identifying  information.  Your  input  is  very  important  Please 
return  the  completed  survey  in  the  enclosed  envelope  within  one  weelc. 

Your  Practice: 

1    Please  indicate  your  licensure/certification: 

 Physician  (MD  or  DO) 

 Physician  Assistant  (PA)   |  1 

 Nurse  Practitioner  (NP) 

(Physicians,  please  skip  to  question  4). 

 y  

2    If  you  are  a  PA  or  NP,  please  indicate  the  location  of  the 
supervising  physician: 
(Circle  one) 

a.  Same  town. 

b.  Distant  site. 

If  Distant  site,  approximately  how  many  road  miles  away 

(one-way)?  

3  If  you  are  a  PA  or  NP,  approximately  how  many  days  per  month  (on 
average)  do  you  consult  with  (by  phone  or  in-person)  the  supervising 
physician?  days  per  month. 


4  Are  there  other  primary  care  providers  (Physicians,  PAs,  NPs)  in  your  town 
besides  yourself?  a.  No 

b.  Yes 

If  Yes,  how  many:  Physicians         PAs   NPs  

5  In  the  past  week,  approximately  how  many  patients/clients  visits  have  you  had 
in  the  following  places? 

a.  In  the  MAF  emergency  room   

b.  In  the  MAF  (acute  inpatient  visits)   

c.  In  the  MAF  (Long  Term  Care  visits)   

d.  In  your  clinic/office   
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6  When  you  think  of  all  of  your  patient/client  visits  in  Ekalaka,  please  indicate 
your  best  estimate  of  proportions  (percentages)  of  patients  who  paid  by  the 
following  methods: 

 %  Medicare   %  Medicaid   %  Private  Insurance 

 %  Self  Pay   %  Other  (Please  specify): 

7  When  you  think  of  all  of  your  overall  practice  in  Ekalaka,  please  indicate  your 
best  estimate  of  the  proportions  (percentages)  of  your  patient/client  visits  that 
are  due  to  the  following  clinical  problems  or  needs: 

 %  Wellness  care/screening 

 %  Education 

 %  Acute  medical  problem 

 %  Chronic  medical  problem 

 %  Surgical  problem 

 %  Trauma/injury 

 %  Pediatric  problem 

 %  Prenatal  care/obstetrics 

 %  Other  (Please  specify): 

8  Do  you  go  to  the  Long  Term  Care  Facility  in  Ekalaka  to  provide  the  medical 
care  for  residents? 

Yes  No 


9    Do  you  have  specific  arrangements  for  someone  to  cover  your  practice  when 
you  need  to  be  out  of  the  area? 

 Yes.   No. 

Comments: 


Your  Practice  Related  to  the  Medical  Assistance  Facility  TMAF): 

10  Please  indicate  below  what  methods  you  have  used  in  the  past  year  to  remain 
current  in  acute  and  emergency  care  skills  and  abilities: 

(List  in  order  of  importance) 

1  

2  

3  

4  

11  According  to  MAF  certification  requirements,  a  Physician,  PA,  or  NP  must  be 
on  duty  or  on  call  and  physically  available  within  one  hour  at  all  times. 

a.  Do  you  provide  this  coverage? 

Yes  No 
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b.  If  you  answered  yes,  please  estimate  the  percentage  of  time  that  you 
assume  this  responsibility: 

 % 

c.  If  you  answered  yes,  please  comment  on  how  easy/difScult  it  has  been  for 
you  personally  to  fulfill  this  responsibility: 


12  In  general,  how  would  you  rate  the  MAFs  supplies,  equipment,  and  staff 
support  that  you  need  in  providing  acute  and  emergency  care  for  patients? 

a.  Excellent 

b.  Good 

c.  Average 

d.  Fair 

e.  Poor 

If  you  feel  that  care  could  be  improved,  please  indicate  what  additional 
supplies,  equipment,  or  staff  support  would  help. 


13  In  general,  how  would  you  rate  the  MAF  nursing  staff's  clinical  skills  and 
abilities  needed  to  assist  in  the  care  of  inpatient  and  emergency  patients? 

a.  Excellent 

b.  Good 

c.  Average 

d.  Fair 

e.  Poor 

If  you  feel  that  care  could  be  improved,  please  indicate  what  additional 
skills  and  abilities  would  help. 
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14  In  general,  how  would  you  rate  your  clinical  skills  and  abilities  needed  to 
manage  the  care  of  inpatient  and  emergency  patients? 

a.  Excellent 

b.  Good 

c.  Average 

d.  Fair 

e.  Poor 

If  you  feel  that  care  could  be  improved,  please  indicate  what  additional 
skills  and  abilities  would  help. 


About  Yourself: 

15  When  did  you  begin  practicing  in  Ekalaka?   month,  year 

16  Approximately  how  far  do  you  live  from  Ekalaka?   miles  (one-way) 

17  Other  Comments  (Including  any  comments  and/or  additional  questions  you 
would  like  added  to  the  Community  Health  Care  Survey): 


Thanks  so  much  for  your  help.  Please  remember  to  mail  this  survey. 
I  look  forward  to  speaking  with  you  by  phone  soon. 

Jean  Shreffler,  Doctoral  Candidate 
University  of  Washington  School  of  Nursing 
SC-72 
Seattle,  WA  98195 


Acknowledgements:  This  instrument  was  developed  by  the  researcher  in  consultation  with:  L. 
Gary  Hart  PhD,  WAMI  Rural  Health  Research  Center,  University  of  Washington  Department  of 
Family  Medicine  and  David  S.  Carrell  PhD,  University  of  Washington  School  of  Nursing,  Office  of 
Research. 
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Community  Health  Care  Survey  -  mail  instrument 


COMMUNITY  HEALTH  CARE  SURVEY 
EKALAKA 


This  survey  is  being  conducted  in  your  community  to  leam  residents'  opinions  about  the 
health  care  services  available  to  them.  It  should  be  filled  out  by  the  person  in  your 
household  most  familiar  with  the  health  care  needs  of  your  household's  residents. 
Your  responses  are  strictly  confidential  and  only  the  researcher  will  have  access  to 
identifying  information.  Your  input  is  very  important  and  could  contribute  to  a  better 
understanding  of  health  care  delivery  in  rural  areas.  Please  retum  the  completed  survey 
in  the  enclosed  envelope  within  one  week. 


University  of  Washington  School  of  Nursing  -  Jean  Shreffler,  Doctoral  Student 
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Community  Health  Care  Survey,  Page  2  

PLEASE  NOTE:  In  this  survey,  your  "community"  means  the  area  around  where  you  live 
including  Ekalaka  and  the  rural  area  surrounding  it. 

"Medical  Assistance  Facility"  or  "MAF"  means  the  health  care  facility  in  Ekalaka  that  can 
provide  emergency  care  and/or  inpatient  care  (acute  hospital  care)  for  up  to  96  hours. 


1 .       Please  list  the  age  and  circle  the  sex  of  all  members  of  your  household  including 
yourself.   M=male  F'=female 


AGE  SEX 

Yourself    M  F  Member 

Member    M  F  Member 

Member    MF  Member 

Member  M  F  Member 


AGE 


SEX 
MF 
MF 
MF 
MF 


AGE 


Member 
Member 
Member 


SEX 
MF 
MF 
MF 


List  others  in  the  margin 


In  all  the  following  questions,  "household"  means  all  the  people  you  have  just  listed, 
incl  uding  yourself. 

2.       In  general,  how  would  you  rate  the  health  of  the  members  in  your  household? 


Circle  one  number  for  each.  l=ExcelIent,  2=  Good,  3=Average,  4=Fair,  5=Poor 

Yourself?  123  45  Member  1  2345  Member        1  2345 

Member  12  3  4  5  Member  12  3  4  5  Member        1  2  3  4  5 

Member  12  3  4  5  Member  12  3  4  5  Member        1  2  3  4  5 

Member  12  3  4  5  Member  1  2  3  4  5  List  others  in  the  margin 


3.       Have  members  of  your  household  ever  been  hospitalized  (stayed  overnight)  or 
received  Emergency  Care  at  Dahl  Memorial  MAF? 

Circle  one- 

a)  Yes 

b)  No 


(Go  on  to  next  page.) 
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Community  Health  Care  Survey,  Page  3   

Have  you  ever  been  inside  Dahl  Memorial  MAF  as  a  patient,  visitor,  etc.? 

Circle  one  answer. 

a)  Yes 

b)  No 

How  many  times  have  members  of  your  household  been  hospitalized  (stayed  in 
hospital  overnight)  during  the  past  two  years  in  each  of  the  following  places?  Do  not 
count  hospitalizations  occurring  before  you  lived  in  this  community. 

List  number,  or 
PHt  Q  zero  if  none 

a)  Dahl  Memorial  MAF   

b)  Baker   

c)  Miles  City   

,  d)  Billings   

e)  Other   

Where?  

If  household  members  were  hospitalized  in  a  place  other  than  Dahl  Memorial  MAF, 
why  were  non-local  health  care  facilities  used?  Please  indicate  whether  each  of  the 
following  were  reasons  for  non-local  hospital  use: 


Circle  1  or  2  for 
each  reason 


Yes,  a 

Not  a 

reason 

reason 

a)  Services  not  provided  locally 

1 

2 

b)  Quality  of  services  better  elsewhere 

1 

2 

c)  Services  less  expensive  elsewhere 

1 

2 

d)  Referred  by  local  physician  or  primary  care 

1 

2 

(medical  care)  provider 

e)  Referred  by  non-local  physician  or  primary  care 

1 

2 

(medical  care)  provider 

f)  Non-local  hospital  easier  to  get  to 

1 

2 

g)  More  privacy  at  non-local  hospital 

1 

2 

h)  If  Other,  please  specify: 

(Go  on  to  next  page.) 
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Community  Health  Care  Survey,  Page  4   

How  would  you  rate  Dahl  Memorial  MAP  in  each  of  the  following  categories? 


Circle  one  answer  for  each  category 


Excell- 
ent 

Good 

Average 

Fair 

Poor 

a)  Overall  quality  of  care. 

2 

3 

4 

5 

Don't 
Know 

b)  Medical  care. 

2 

3 

4. 

5 

Don't 
Know 

c)  Nursing  care. 

2 

3 

4 

5 

Don't 
Know 

d)  Reasonableness  of  charges. 

2 

3 

4 

5 

Don't 
Know 

e)  Staff  concern/compassion. 

J 

A 
'J 

< 

J 

Know 

f)  "Personal"  aspects  of  care. 

•I 

4 

Don't 
Know 

g)  Building  cleanliness  and 
condition. 

2 

3 

4 

5 

Don't 
Know 

h)  Emergency  care. 

2 

3 

4 

5 

Don't 
Know 

i)  Food  services. 

2 

3 

4 

5 

Don't 
Know 

j)  Billing  and  financial  services. 

2 

3 

4 

5 

Don't 
Know 

k)  Outpatient  services  (lab,  x-ray). 

2 

3 

4 

5 

Don't 
Know 

1)  Ability  to  answer  health 
questions. 

2 

3 

4 

5 

Don't 
Know 

m)  Acceptability  as  source  of  care. 

2 

3 

4 

5 

Don't 
Know 

How  do  you  feel  about  the  number  of  different  types  of  health  services  (lab, 
x-ray,  emergency  care,  etc.)  provided  by  Dahl  Memorial  MAF? 

Circle  one  answer. 

a)  Should  stay  about  the  same. 

b)  Should  increase.  Please  indicate  what  services  should  be  added: 


c)  Should  decrease.  Please  indicate  what  services  should  not  be  provided: 


(Go  on  to  next  page.) 
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10. 


11. 


Approximately  how  far  do  you  live  from  Dahl  Memorial  MAF? 


a) 
b) 


miles  (one  way) 
don't  know 


Approximately  how  far  do  you  live  from  the  next  closest  source  of  Emergency  Care 
(other  than  local  MAF)? 


a) 
b) 


miles  (one  way) 
don't  know 


For  all  household  members  combined,  how  many  medical  care  visits  (visits  to  a 
physician,  physician  assistant,  or  other  medical  care  provider)  have  you  and  members 
of  your  household  made  during  the  past  year  in  each  of  the  following  places?  Do 
not  count  hospital  inpatient  visits.  Do  not  count  visits  that  occurred  before  you 
lived  in  this  community.  If  you  saw  a  physician  and  a  Physician  Assistant  during 
the  same  visit,  count  it  as  one  physician  visit. 

List  total  for  household  in  each  box: 
 (put  a  zero  when  there  is  no  visit  to  report) 


a)  Ekalaka 


b)  Baker 


c)  Miles  City 


d)  Billings 


e)  Other  (If  other,  where?) 


Physician 
Visits 


Physician 
Assistant 
Visits 


Nurse  Practitioner, 
Nurse  Midwives 
Visits 


(Go  on  to  next  page.) 
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If  household  members  received  medical  care  outside  Ekalaka,  why  did  they  do  so? 

Circle  1  or  2 
for  each  reason. 


Yes,  a 

Not  a 

reason 

reason 

a)  Services/specialty  not  provided  locally 

1 

2 

b)  Quality  of  services  better  elsewhere 

'1 

2 

c)  Services  less  expensive  elsewhere 

1 

2 

d)  Referred  by  local  physician  or  primary  care  (medical 
care)  provider 

1 

2 

e)  Referred  by  non-local  physician  or  primary  care 
(medical  care)  provider 

1 

2 

f)  Takes  too  long  to  get  appointment  with  local  providers 

1 

2 

g)  Non-local  providers  easier  to  get  to 

1 

2 

h)  More  privacy  with  non-local  providers 

1 

2 

i)  Wait  in  office  to  see  local  providers  too  long 

1 

2 

j)  Other-why? 

If  household  members  visited  a  physician  outside  Ekalaka,  list  all  physician 
specialties  seen  (family  practice,  cardiologist,  obstetrician,  etc.) 


Do  members  in  your  household  have  a  personal  primary  care  provider  (medical 
care  provider)  who  they  expect  to  care  for  most  of  their  health  care  needs? 

Circle  one  answer. 

a)  Yes,  all  members  have  a  provider. 

b)  Yes,  at  least  one  member  has  a  provider. 

c)  No,  no  one  has  a  provider. 


(Go  on  to  next  page.) 


231 


Community  Health  Care  Survey,  Page  7   

If  you  answered  yes  to  Question  14.  please  respond  to  Questions  15  and  16. 
 Otherwise  skip  ahead  to  Question  17.  

15.  If  yes,  where  do  household  members  see  their  personal  primary  care 
(medical)  provider? 

Circle  all  that  apply. 

a)  Ekalaka 

b)  Baker 

c)  Miles  City 

d)  Billings 

e)  Other -Where?  

16.  How  satisfied  are  household  members  with  the  care  they  receive  from 
their  personal  primary  care  (medical)  provider? 

Circle  all  that  apply.. 

a)  Very  satisfied 

b)  Somewhat  satisfied 

c)  Indifferent 

d)  Somewhat  dissatisfied 

 e)  Very  dissatisfied  

How  do  you  rate  your  knowledge  of  the  health  care  services  that  are  available  in  your 
community? 

Circle  one  answer. 

a)  Excellent 

b)  Good 

c)  Average 

d)  Fair 

e)  Poor 

(Go  on  to  next  page.) 
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How  would  you  rate  each  of  the  following  aspects  of  overall  medical  care  provided  in 
your  community  ?  (care  provided  by  physicians,  physician  assistants,  or  other 
primary  care  providers  at  their  office  or  MAF). 


Circle  one  answer  for  each  category 


Excell- 
ent 

Good 

Average 

Fair 

Poor 

a)  Overall  quality  of  care. 

2 

3 

4' 

5 

Don't 
Know 

b)  Competence  of  primary  care 
providers 

 1  

2 

3 

4 

5 

Don't 
Know 

c)  Reasonableness  of  charges 

 J  

2 

3 

4 

5 

Don't 
Know 

d)  Concern/compassion  for  patient 

 j  ■ 

2 

3 

4 

5 

Don't 
Know 

e)  "Personal"  aspects  of  care 

2 

3 

4 

5 

Don't 
Know 

f)  Competence  of  support  staff 

2 

3 

4 

5 

Don't 
Kjiow 

g)  Night  and  weekend  care 
availability 

2 

3 

4 

5 

Don't 
Know 

h)  Ability  to  get  appointment  quickly 

2 

3 

4 

5 

Don't 
Know 

i)  Waiting  time  in  office  with 
appointment 

2 

3 

4 

5 

Don't 
Know 

j)  Ability  to  get  health  questions 
answered 

2 

3 

4 

5 

Don't 
Know 

k)  Acceptability  of  provider  as  source 
of  care 

2 

3 

4 

5 

Don't 
Know 

1)  Consultation  with  specialists 

2 

3 

4 

5 

Don't 
Know 

(Go  on  to  next  page.) 
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How  satisfied  are  you  with  each  of  the  following  aspects  of  health  care  in  your 
community? 

Circle  one  answer  for  each  category 


Very 
Sads- 


Some- 
what 

Satis- 
ned 


IndifT- 
erent 


Some- 
what 
Dissa- 
tisfied 


Very 
Dissa- 
tisfied 


a)  Dahl  Memorial  MAF 


Don't 
Know 


b)  Emergency  care 


Don't 
Know 


c)  Primary  Care  (medical) 
providers 


Don't 
Know 


d)  Dentist 


Don't 
Know 


e)  Pharmacy  services 


Don't 
Know 


f)  Ambulance 


Don't 
Know 


g)  Counseling/mental  health  care 


services 


Don't 
Know 


h)  Counseling/mental  health  care 


Don't 
Know 


i)  Alcoholism/drug  abuse  treatment 


Don't 
Know 


j)  Hospice  care 


Don't 
Know 


k)  Home  health  care 


Don't 
Know 


1)  Nursing  home  care 


Don't 
Know 


m)  Available  night/weekend  care 


Don't 
Know 


If  you  or  any  members  of  your  were  hospitalized  tomorrow,  who  do  you  think  would 
pay  for  the  majority  of  the  bill? 

Circle  all  that  apply 

a)  Self-pay 

b)  Medicare 

c)  Medicaid 

d)  Other  government  (V.A.,  Indian  Health,  workers  comp.,etc) 

e)  Private  insurance  (including  employer  plans) 

f)  Other-  Please  specify  


(Go  on  to  next  page,) 
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21.      Where  would  household  members  first  seek  health  care  for  the  following  needs? 

Mark  an  X  under  the  place  household  members  would  seek  care 
 for  each  problem  and  fill  in  the  blank  if  other  location.  


Ekalaka 

Baker 

Miles  City 

Biliings 

Other 

a)  Cancer  treatment 

b)  Broken  arm 

c)  Physical  exam 

d)  Pregnancy/  delivery 

e)  Pneumonia 

f)  Knee  surgery 

g)  Appendix  surgery 

h)  Injury  from  a  fall 

i)  Chest  pain 

22.  In  general,  how  important  is  it  to  your  household  members  to  have  local  health  care 
services? 

Circle  one  answer 

a)  Very  important 

b)  Somewhat  important 

c)  Indifferent 

d)  Somewhat  important 

e)  Unimportant 

23.  How  long  have  you  lived  in  this  community?   years 

24.  How  convenient  is  transportation  if  a  household  member  needs  to  go  to  a  medical 
provider  or  hospital? 

Circle  one  answer 

a)  Very  convenient 

b)  Convenient 

c)  Somewhat  difficult 

d)  Almost  impossible 

e)  I  don't  know 

(Go  on  to  next  page.) 
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Conununity  Health  Care  Survey,  Page  1 1   

When  members  of  your  household  tell  people  where  they  live,  do  they  say  Ekalaka  or 
somewhere  else? 

Circle  one  answer. 

a)  Ekalaka 

b)  Somewhere  else;  Where:  

Which  of  the  following  categories  best  describes  your  yearly  total  household 
income  before  taxes? 

Circle  one  answer. 

a)  less  than  $5,000 

b)  $5,000-9,999 

c)  $10,000-14,999 

d)  $15,000-24,999 

e)  $25,000-49,999 

f)  50,000  or  more 

Which  of  the  following  best  describes  your  household  racial  identification? 

Circle  all  that  apply, 

a)  White  or  Caucasian 

b)  American  Indian,  Eskimo,  or  Aleut 

c)  African  American,  or  Black 

d)  Asian  or  Pacific  Islander 

e)  Other-  Please  specify:  

Is  anyone  in  your  household  of  Hispanic/Latino  origin? 
Circle  one  answer. 

a)  Yes 

b)  No 

(We're  almost  done!  Just  a  few  more  questions  on  the  bacL) 
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Does  anyone  in  your  household  work  for  Dahl  Memorial  MAF? 

Circle  one  answer. 

a)  Yes 

b)  No 

I  would  like  to  telephone  some  people  who  respond  to  this  survey  to  ask  a  few  more 
questions  about  health  care  in  your  community.  The  telephone  interview  would  be 
brief  and  would  be  conducted  at  your  convenience.  Your  remarks  on  the  telephone 
would  be  strictly  confidential  and  could  be  very  important  to  understanding  rural 
residents'  views  on  health  care  services.  Would  you  be  willing  to  be  contacted  for  a 
telephone  interview? 

Circle  one  answer. 

a)  Yes    If  yes,  please  tell  me  the  best  time  to  call:   and 

please  give  me  your  phone  number:   

b)  No 

What  do  you  feel  is  the  most  important  local  issue  with  health  care  delivery  or 
services  in  your  community? 


If  you  would  like  to  make  any  other  comments  on  health  care  in  your  community, 
please  do  so. 


Thanks  so  much  for  your  help.  Please  remember  to  mail  this  survey. 

Jean  Shreffler,  Doctoral  Student 
University  of  Washington  School  of  Nursing 
Box  357260 
Seattle,  WA  98195 
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Script  for  community  telephone  interviews 


Hello,  Is  this  Mr  (Ms   )? 

(IF  NO  -  Ask  for  Mr.  Ms.  ) 

IF  YES  -  My  name  is  Jean  Shreffler.  I  am  a  graduate  student  at  the  University  of 
Washington  School  of  Nursing.  You  may  recall  that  you  completed  the 
Community  Health  Care  Survey  in  the  past  few  months  as 'part  of  a  research  study 
of  residents'  opinions  on  health  care.  Are  you  interested  in  hearing  more  about 
this  study? 

IF  NO  -  I  understand,  thank  you  for  your  time. 

IF  YES  -  Is  this  a  good  time  to  talk?  (IF  NO  -  schedule  a  future  time.) 
IF  YES  -  Did  you  receive  a  letter  in  the  past  week  explaining  that  I  would  be 
calling? 

IF  NO  -  (describe  the  points  outlined  in  the  letter.) 

IF  YES  -  (or  after  describing  points  outlined  in  the  letter)  Would  you  be  willing 
to  answer  a  few  questions  for  me  over  the  phone? 

IF  NO  -  I  understand,  thank  you  for  your  time. 

IF  YES  -  Thank  you.  I  will  read  each  question  to  you.  Please  remember  that  you 
can  stop  at  any  time,  and  that  you  are  free  not  to  answer  any  questions  you 
do  not  wish  to  answer.  If  you  do  not  know  the  answer  to  a  question, 
simply  tell  me  so.  Please  ask  me  to  repeat  or  to  explain  any  of  the 
questions  if  needed.  I  will  need  to  pause  briefly  between  questions  to  write 
down  your  answer. 

(**Proceed  with  Question  Set  for  Use/Willing  to  Use  *or*  Question  Set  for 
Nonuse/Not  Willing  to  Use.) 
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International  No.  9128345. 
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Question  Set  for  Use/Wflling  to  Use: 

Household  Utilization  of  &  Satisfaction  with  Health  Care  Services 

1.  You  indicated  in  the  Community  Health  Care  Survey  that  you  use  or  would  be 
willing  to  use  the  local  provider(s)  and  Medical  Assistance  Facility  when 
someone  in  your  household  is  in  need  of  health  care.  Is  this  still  the  case? 

a.  No.  (Can  you  tell  me  what  changed  your  mind?) 

(Then  proceed  with  Question  Set  for  Nonuse/Not  Willing  to  Use  beginning 
with  Q.  #2.) 

b.  Yes.  (proceed  with  question  2.) 

2.  Can  you  tell  me  what  types  of  health  problems/needs  have  caused  or  would 
cause  someone  in  your  household  to  seek  care  from  the  local  primary  care 
(medical  care)  providers? 

a.  Health  Promotion/Disease  Prevention  needs  (specify): 

b.  Acute  illness  needs  (specify): 

c.  Chronic  illness  needs  (specify): 

d.  Other  (specify): 

e.  I  don't  know. 

3.  Can  you  tell  me  what  types  of  health  problems/needs  have  caused  or  would 
cause  someone  in  your  household  to  seek  care  at  the  MAF  Emergency  Room? 

a.  Acute  illness  needs  (specify): 

b.  Injuries  and/or  emergency  needs  (specify): 

c.  Other  (specify): 

d.  I  don't  know. 
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4.  Can  you  tell  me  what  types  of  health  problems/needs  have  caused  or  would 
cause  someone  in  your  household  to  be  admitted  to  the  MAF  as  an  inpatient 
(to  stay  overnight)? 

a.  Acute  illness  needs  (specify): 

b.  Injuries  and/or  emergency  needs  (specify): 

c.  Exacerbation  of  chronic  illness  (specify): 

d.  Other  (specify): 

e.  I  don't  know. 


5.  What  are  the  most  important  reasons  for  your  household  members  use  or 
willingness  to  use  the  local  health  care  services? 


6.  Do  any  of  your  household  members  seek  health  care  outside  of  the  local 
community? 

a.  Yes 

(Location?  Reason  for  seeking  care  outside  local  community?) 

b.  No. 

7.  (For  those  who  have  [vs.  just  being  willing  to  use]  used  local  services)  How 
satisfied  were  members  of  your  household  with  the  care  they  received  the  last 
time  they  saw  the  local  primary  (medical)  provider? 

a.  Very  satisfied. 

b.  Somewhat  satisfied. 

c.  Indifferent. 

d.  Somewhat  dissatisfied. 

e.  Very  dissatisfied. 

f.  Don't  know. 


Why? 

How  long  ago  was  this? 

Results  of  care?  (Did  the  care  help  the  problem?) 
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8.  (For  those  who  have  used  local  services)  How  satisfied  were  members  of  your 
household  with  the  care  they  received  the  last  time  they  used  the  MAF? 

a.  Very  satisfied. 

b.  Somewhat  satisfied. 

c.  Indifferent. 

d.  Somewhat  dissatisfied. 

e.  Very  dissatisfied. 

f.  Don't  know. 

Why? 

How  long  ago  was  this? 
'  Results  of  care?  (Did  the  care  help  the  problem?) 

9.  Did  members  of  your  household  use  the  local  primary  care  providers  and/or  the 
local  hospital  before  the  hospital  (closed/converted  to  a  MAF)? 

a.  No,  (Where  did  your  household  members  obtain  their  health  care? 

Approximately  how  many  miles  is  this  from  your  home?) 

b.  Yes.  (How  satisfied  were  you  with  the  care  you  received?  Have  there  been 

any  changes  that  you  have  noticed  in  local  health  care  services  since 
conversion  to  the  MAF?) 

c.  Used  one  but  not  both.  (Local  primary  providers  or  local  hospital?  Why? 
How  satisfied  were  you  with  the  care  you  received?  Have  there  been  any 
changes  that  you  have  noticed  in  local  health  care  services  since  conversion 
to  the  MAF?) 

d.  I  don't  know. 


10.  (For  residents  who  live  in  communities  in  which  some  time  elapsed  between 
hospital  closure  and  MAF  opening)  Where  did  members  of  your  household 
receive  (or  plan  to  receive)  health  care  between  the  time  when  the  hospital 
closed  and  the  MAF  opened?  (Approximately  how  many  miles  is  this  from 
your  home?) 

11.  If  you  could  have  your  choice,  what  kinds  of  health  care  services  would  you 
add  to  what  is  available  in  your  local  community?  (Health  Promotion,  Disease 
Prevention,  Acute  Care  services.  Long  Term  Care,  Home  Care...) 
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12.  In  the  Community  Health  Care  Survey,  some  residents  in  your  community 
told  me  they  do  not  use  the  local  providers  or  the  MAF  for  their  health  care. 
Do  you  know  of  any  reasons  why  this  would  be  the  case? 


13.  When  you  and  your  household  members  choose  a  medical  care  provider  and  a 
hospital  to  use,  can  you  tell  me  what  factors  are  important  to  you? 


14.  Have  you  or  other  members  of  your  household  purposely  not  sought  care 
from  a  medical  care  provider  or  hospital  in  the  past  12  months  because  you 
thought  you  might  not  be  able  to  pay  the  bill? 

a.  Yes 

b.  No 


Value  of  Local  Health  Care,  Health  Seeking  Behaviors,  &  Health 

15  On  the  Community  Health  Care  Survey,  you  indicated  that  "In  general,  it  is  : 
(a.  Very  important,  b.  Somewhat  important,  c.  Indifferent,  d.  Somewhat 
unimportant,  e.  Unimportant,  f.  Don't  know.)  to  the  members  of  your 
household  to  have  local  health  care  services?"  (**Get  response  from 
community  survey  before  phone  call) 
Can  you  tell  me  why? 

16.  What  is  the  usual  practice  in  your  household  for  use  of  health  care  services  for 
preventive  health  needs  (such  as  routine  physical  exams,  dental  checkups, 
blood  pressure  checks,  pap  smears?  Can  you  give  me  an  example?) 

a.  Use  regularly. 

b.  Some  members  use  regularly  and  some  do  not. 

c.  Do  not  use  services  and  use  self  care  practices. 

d.  Do  not  use  services  and  do  not  report  self  care  practices. 

e.  I  don't  know. 
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17.  What  is  the  usual  practice  in  your  household  when  a  member  has  an  illness 
symptom  that  you  consider  not  serious  (such  as  a  cold,  an  upset  stomach,  a 
headache?  Can  you  give  me  an  example?) 

a.  Use  health  care  services. 

b.  Some  members  use  services  and  some  do  not. 

c.  Do  not  use  services  and  use  self  care  practices. 

d.  Do  not  use  services  and  do  not  report  self  care  practices. 

e.  I  don't  know. 

18.  What  would  be  the  response  in  your  household  if  a  member  has  an  illness 
symptom  that  you  think  might  be  serious  (such  as  a  fever,  blood  in  urine/stool, 
a  fall  followed  by  pain?  Can  you  give  me  an  example?) 

a.  Use  health  care  services. 

b.  Some  members  would  use  services  and  some  would  not. 

c.  Would  not  use  services  and  use  self  care  practices. 

d.  Would  not  use  services  and  do  not  report  self  care  practices, 

e.  I  don't  know. 

19.  Can  you  tell  me  what  "being  healthy"  or  being  in  good  health  means  to  you? 

20.  Can  you  tell  me  some  things  that  members  of  your  household  do  to  maintain 
their  health? 
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Community  Involvement  &  Affiliation:  Additional  Demographics 

21.  In  general,  how  involved  are  members  of  your  household  in  activities  that  go 
on  in  (town  names)  such  as  school,  church,  service  organizations? 

a.  Very  involved. 

b.  Somewhat  involved. 

c.  Indifferent. 

d.  Involved  very  little. 

e.  Not  involved. 

f.  Involved  in  another  community.  Which: 

22.  Where  do  members  of  your  household  do  most  of  their  shopping  for  such 
things  as  groceries,  clothing,  household  items? 

a.  Lx)cal  community. 

b.  Other  (specify): 

23.  Does  any  member  of  your  household  have  a  full-time  or  part-time  job  in 
(town  names)? 

a.  Yes  (specify): 

b.  No. 


24.  Does  any  member  of  your  household  have  a  full-time  or  part-time  job  in 
another  community? 

a.  Yes  (specify): 

b.  No. 

25.  Does  any  member  of  your  household  work  in  the  health  care  field?  (local  or 
nonlocal?) 

a.  Yes  (specify): 

b.  No. 
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26.  Of  the  adult  members  of  your  household  that  you  listed  on  the  Community 
Health  Survey,  please  tell  me  their  highest  grade  or  year  of  school  that  they 
completed: 

None  Elementary  HighSchool  College  GradSchool  Trade  School 

Don't  Know 

Yourself 

Member 

Member 

Member 

Member 

Member 


27.  Is  there  anything  else  you  would  like  to  tell  me? 


Thank  you  very  much  for  your  time  and  assistance  with  my  study. 
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Question  Set  for  Nonuse/Not  Willing  to  Use: 

Household  Utilization  of  &  Satisfaction  with  Health  Care  Services 


1.  You  indicated  in  the  Community  Health  Care  Survey  that  you  do  not  use  or 
would  not  use  the  local  provider(s)  and  Medical  Assistance  Facility  if  someone 
in  your  household  is  in  need  of  health  care.  Is  this  still  the  case? 

a.  No.  (Can  you  tell  me  what  changed  your  mind?)  (Then  proceed  with  Question 

Set  for  UseAVilling  to  Use  beginning  with  Q.  #2.)  ' 

b.  Yes,  (proceed  with  question  2.) 

2.  Where  do  members  of  your  household  receive  their  primary  health  (medical) 
care  and  hospital  care?  (Approximately  how  many  miles  is  this  from  your 
home?  Approximately  how  long  does  it  take  you  to  get  there?) 

3.  Can  you  tell  me  what  types  of  health  problems/needs  have  caused  or  would 
cause  someone  in  your  household  to  seek  care  from  this  primary  (medical) 
provider? 

a.  Health  Promotion/Disease  Prevention  needs  (specify): 

b.  Acute  illness  needs  (specify): 

c.  Chronic  illness  needs  (specify): 

d.  Other  (specify): 

e.  I  don't  know. 

4.  Can  you  tell  me  what  types  of  health  problems/needs  have  caused  or  would 
cause  someone  in  your  household  to  seek  care  from  this  hospital's  Emergency 
Room? 

a.  Acute  illness  needs  (specify): 

b.  Injuries  and/or  emergency  needs  (specify): 

c.  Other  (specify): 

d.  I  don't  know. 
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5.  Can  you  tell  me  what  types  of  health  problems/needs  have  caused  or  would 
cause  someone  in  your  household  to  be  admitted  to  this  hospital  as  an 
inpatient? 

a.  Acute  illness  needs  (specify): 

b.  Injuries  and/or  emergency  needs  (specify): 

c.  Exacerbation  of  chronic  illness  (specify): 

d.  Other  (specify): 

e.  I  don't  know. 

6.  Are  there  any  health  care  needs  that  would  result  in  members  of  your 
household  choosing  to  use  the  local  primary  (medical)  providers  or  MAF? 

a.  Acute  illness  needs  (specify): 

b.  Injuries  and/or  emergency  needs  (specify): 

c.  Exacerbation  of  chronic  illness  (specify): 

d.  Other  (specify): 

e.  I  don't  know. 

7.  What  are  the  most  important  reasons  for  your  household  members  not  using 
the  local  health  care  services? 


8.  Has  anyone  in  your  household  ever  received  health  care  from  the  MAF  or 
current  primary  (medical)  providers? 

a.  Yes.  (Specify  MAF  and/or  local  primary  provider(s).  Reason  for  seeking  care 

Satisfaction  with  care  received?) 

b.  No. 
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9.  How  satisfied  were  members  of  your  household  with  the  care  they  received  the 
last  time  they  saw  your  regular  primary  (medical)  provider? 

a.  Very  satisfied. 

b.  Somewhat  satisfied. 

c.  Indifferent. 

d.  Somewhat  dissatisfied. 

e.  Very  dissatisfied. 

f.  Don't  know.  ^ 
Why? 

How  long  ago  was  this? 

Results  of  care?  (Did  the  care  help  the  problem?) 

10.  How  satisfied  were  members  of  your  household  with  the  care  they  received  the 
last  time  they  used  the  (name  of  hospital  identified  above)? 

a.  Very  satisfied. 

b.  Somewhat  satisfied. 

c.  Indifferent. 

d.  Somewhat  dissatisfied. 

e.  Very  dissatisfied. 

f.  Don't  know. 

Why? 

How  long  ago  was  this? 

Resuhs  of  care?  (  Did  the  care  help  the  problem?) 

11.  Did  members  of  your  household  use  the  local  primary  providers  and  the  local 
hospital  before  the  hospital  (closed/converted  to  a  MAF)? 

a.  No.  (Where  did  your  household  members  obtain  their  health  care? 

Approximately  how  many  miles  is  this  from  your  home?) 

b.  Yes.  (How  satisfied  were  you  with  the  care  you  received?  Have  there  been 

any  changes  that  you  have  noticed  in  local  health  care  services  since 
conversion  to  the  MAF? 
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c.  Used  one  but  not  both.  (Local  primary  providers  or  local  hospital?  Why? 
How  satisfied  were  you  with  the  care  you  received?  Have  there  been  any 
changes  that  you  have  noticed  in  local  health  care  services  since  conversion  to 
the  MAF?) 

d.  I  don't  know. 


12.  (For  residents  who  live  in  communities  in  which  sometime  elapsed  between 
hospital  closure  and  MAF  opening)  Where  did  members  of  your  household 
receive  health  care  between  the  time  when  the  hospital  closed  and  the  MAF 
opened?  (Approximately  how  many  miles  is  this  from  your  home?) 


13.  If  you  could  have  your  choice,  what  kinds  of  health  care  services  would  you 
add  to  what  is  available  in  your  local  community?    (Health  Promotion,  Disease 
Prevention,  Acute  Care  services,  Long  Term  Care,  Home  Care...) 


14.  In  the  Community  Health  Care  Survey,  some  residents  in  your  community 
told  me  they  do  use  the  local  providers  or  the  MAF  for  their  health  care. 
Do  you  know  of  any  reasons  why  this  would  be  the  case? 


15.  When  you  and  your  household  members  choose  a  medical  care  provider  and  a 
hospital  to  use,  can  you  tell  me  what  factors  are  important  to  you? 


16.  Have  you  or  other  members  of  your  household  purposely  not  sought  care 
from  a  medical  care  provider  or  hospital  in  the  past  12  months  because  you 
thought  you  might  not  be  able  to  pay  the  bill? 

a.  Yes 

b.  No 
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Value  of  Local  Health  Care.  Health  Seeking  Behaviors,  &  Health 

17.  On  the  Community  Health  Care  Survey,  you  indicated  that  "In  general,  it  is: 
(a.  Very  important,  b.  Somewhat  important,  c.  Indifferent.  d.Somewhat 
unimportant,  e.  Unimportant,  f.  Don't  know.)  to  the  members  of  your 
household  to  have  local  health  care  services?"  (**Get  resjxjnse  from  survey 
before  phone  call) 
Can  you  tell  me  why? 


18.  What  is  the  usual  practice  in  your  household  for  use  of  health  care  services  for 
preventive  health  needs  (such  as  routine  physical  exams,  dental  checkups, 
blood  pressure  checks,  pap  smears?  Can  you  give  me  an  example?) 

a.  Use  regularly. 

b.  Some  members  use  regularly  and  some  do  not. 

c.  Do  not  use  services  and  use  self  care  practices. 

d.  Do  not  use  services  and  do  not  report  self  care  practices. 

e.  I  don't  know. 


19.  What  is  the  usual  practice  in  your  household  when  a  member  has  an  illness 
symptom  that  you  consider  not  serious  (such  as  a  cold,  an  upset  stomach,  a 
headache?  Can  you  give  me  an  example?) 

a.  Use  health  care  services. 

b.  Some  members  use  services  and  some  do  not. 

c.  Do  not  use  services  and  use  self  care  practices. 

d.  Do  not  use  services  and  do  not  report  self  care  practices. 

e.  I  don't  know. 
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20.  What  would  be  the  response  in  your  household  if  a  member  has  an  illness 
symptom  that  you  think  might  be  serious  (such  as  a  fever,  blood  in  urine/stool, 
a  fall  followed  by  pain?  Can  you  give  me  an  example?) 

a.  Use  health  care  services, 

b.  Some  members  would  use  services  and  some  would  not. 

c.  Would  not  use  services  and  use  self  care  practices. 

d.  Would  not  use  services  and  do  not  report  self  care  practices. 

e.  I  don't  know. 

21.  Can  you  tell  me  what  "being  healthy"  or  being  in  good  health  means  to  you? 

22.  Can  you  tell  me  some  things  that  members  of  your  household  do  to  maintain 
their  health? 


Community  Involvement  &  Affiliation:  Additional  Demographics 

23.  In  general,  how  involved  are  members  of  your  household  in  activities  that  go 
on  in  (town  names)  such  as  school,  church,  service  organizations? 

a.  Very  involved. 

b.  Somewhat  involved. 

c.  Indifferent. 

d.  Involved  very  little. 

e.  Not  involved. 

f.  Involved  in  another  community.  Which? 


24.  Where  do  members  of  your  household  do  most  of  their  shopping  for  such 
things  as  groceries,  clothing,  household  items? 

a.  Local  Community. 

b.  Other  (specify): 


251 


25.  Does  any  member  of  your  household  have  a  full-time  or  part-time  job  in 
(town  names)? 

a.  Yes  (specify): 

b.  No. 


26.  Does  any  member  of  your  household  have  a  full-time  or  part-time  job  in 
another  town? 

a.  Yes  (specify): 

b.  No. 


27.  Does  any  member  of  your  household  work  in  the  health  care  field?  (local  or 
nonlocal?) 

a.  Yes  (specify): 

b.  No. 


28.  Of  the  adult  members  of  your  household  that  you  listed  on  the  Community 
Health  Survey,  please  tell  me  their  highest  grade  or  year  of  school  that  they 
completed: 

None  Elementary  HighSchool  College  GradSchool  TradeSchool 

Don't  Know 

Yourself 

Member 

Member 

Member 

Member 

29,  Is  there  anything  else  you  would  like  to  tell  me? 


Thank  you  very  much  for  your  time  and  assistance  with  my  study. 


APPENDIX  B 
COVER  LETTERS 


NOTE:  Page  length  of  cover  letters  are  longer  than  originals  due  to 
dissertation  margin  requirements. 


Cover  letter  to 
MAF  key  informants 
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March  21,  1995 

Dear  [administrator,  nurse  administrator,  primary  provider  names]: 

I  am  writing  to  let  you  know  you  about  a  research  study  I  am  conducting  in 
Montana  and  request  your  support  and  participation.  I  will  also  be  calling  you 
within  a  few  weeks  to  answer  any  questions  you  may  have.  The  goal  of  the  study 
is  to  explore  the  perspectives  of  residents  in  Medical  Assistance  Facility  (MAF) 
service  areas  on  the  health  care  resources  available  to  them.  I  am  a  graduate 
student  at  the  University  of  Washington  School  of  Nursing.  This  study  is  part  of 
the  research  required  for  my  doctoral  degree  and  is  being  funded  by  a  grant  from 
the  Health  Care  Financing  Administration  (HCFA).  My  interest  in  rural  health 
care  began  while  living  and  practicing  for  many  years  in  rural  communities  in 
Montana  before  returning  to  school.  I  am  also  planning  to  visit  Ekalaka  during 
1995  to  share  the  results  of  the  study  with  you,  visit  your  facility,  and  gain 
additional  perspectives.  You  may  have  heard  about  my  study  from  Keith 
McCarty,  of  Montana  Hospital  Research  and  Education  Foundation  (MHREF).  I 
have  been  working  closely  with  Keith  as  I  have  planned  this  study. 

As  you  well  know,  the  purpose  of  the  MAF  program  is  to  maintain  access  to  acute 
care  for  people  in  sparsely  populated  rural  areas.  There  has  been  little  published 
about  the  MAF  model  of  care  since  the  demonstration  project  began.  One 
evaluation  study  conducted  for  HCFA  in  1992  revealed  community  support  but 
very  limited  utilization  of  the  MAFs  for  inpatient  and  emergency  services.^  This 
evaluation  study  did  not  include  views  of  residents  who  did  not  use  the  MAF, 
changes  over  time  as  community  members  gained  experience  with  the  MAF,  or 
views  of  residents  in  the  newer  MAP'  sites.  The  HCFA  research  also  did  not 
directly  study  use  of  primary  providers  in  MAF  communities  although  the  study 
report  mentioned  the  link  between  viability  of  the  MAF  and  growth  of  the 
provider's  practices. 

The  approach  I  am  taking  in  my  study  is  based  on  the  belief  that  the  residents 
living  in  and  around  the  communities  with  MAFs  can  provide  us  with  the  best 
information  about  how  the  local  health  care  resources  (MAF  and  primary 
providers)  are  viewed  and  used.  The  study  should  produce  results  useful  to  you  in 
your  efforts  to  strengthen  quality  health  care  services  in  your  community.  In  the 
reporting  of  results,  individual  communities  and  MAFs  will  not  be  identified  and 
most  of  the  analyses  will  be  conducted  combining  data  from  all  sites  for  a  state- 
wide perspective.  Data  from  individual  communities  will  be  reported  back  to  you 
confidentially  for  use  as  you  wish. 
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To  obtain  the  perspectives  of  residents  in  the  MAF  service  areas,  I  am  planning  to 
mail  a  survey  to  a  random  sample  of  all  households  in  each  MAF  service  area 
during  June  1995  and  then  interview  a  subset  of  survey  respondents  by  telephone 
following  the  mailed  survey.  I  will  be  in  contact  with  all  MAP  Administrators 
soon  to  define  the  relevant  service  area  for  each  MAF  and  assist  me  in  obtaining 
the  sampling  frames. 

Enclosed  is  a  draft  of  the  Community  Health  Care  Survey  for  your  information 
and  review.  It  is  an  adaptation  of  a  survey  instrument  developed  by  the  WAMI 
Rural  Health  Research  Center,  Department  of  Family  Medicine,  University  of 
Washington  and  has  been  used  extensively  throughout  the  northwest  to  survey 
rural  residents  about  local  health  care  services.  I  have  not  completed  final 
revisions  and  wish  to  include  your  input.  Please  let  me  know  if  there  are  general 
questions  you  would  like  added  to  the  instrument.  I  will  make  every  effort  to  add 
questions  based  on  your  suggestions.  I  want  to  gather  information  that  is  useful  to 
you. 

I  have  indicated  clearly  on  all  materials  related  to  the  study  that  it  is  being 
conducted  through  the  University  of  Washington,  however  community  residents 
may  ask  you  about  it.  Please  feel  free  to  discuss  the  study  with  anyone  you 
choose.  If  questions  arise  that  you  cannot  answer,  please  refer  them  to  me.  I  will 
be  asking  for  your  advise  when  I  speak  with  you  by  phone  regarding  the 
circulation  of  a  few  promotional  materials  in  your  community  to  increase  the 
visibility  of  the  survey.  The  higher  the  response  rate  on  the  surveys,  the  better 
and  more  accurate  results  we  will  have. 

I  am  also  writing  now  to  request  your  participation  in  this  study  in  order  to  obtain 
some  general  descriptive  information  about  your  community/service  area  and 
MAF.  Enclosed  is  a  MAF  Key  Informant  Survey.  Your  responses  on  the  survey 
are  very  important  as  I  will  be  exploring  relationships  between  characteristics  of 
the  health  care  services  available  and  characteristics  and  views  of  the  community 
residents. 

Your  participation  is  entirely  voluntary.  If  you  choose  to  complete  the  survey, 
your  responses  will  remain  strictly  confidential,  the  results  will  be  reported  in 
group  form,  and  only  the  researcher  will  have  access  to  identifying  information. 
You  do  not  have  to  participate,  you  are  free  to  stop  at  any  time,  and  you  are  free 
not  to  answer  any  questions  you  do  not  wish  to  answer.  Your  decision  whether  or 
not  to  participate  will  not  affect  your  relationship  with  MHREF  or  the  Montana 
Hospital  Association.  The  potential  benefit  for  participating  is  the  knowledge  that 
you  would  be  making  an  important  contribution  to  a  study  that  may  lead  to  a 
better  understanding  of  rural  residents'  views  on  access  to  care  in  MAF 
communities;  the  potential  risk  is  use  of  some  of  your  valuable  time.  The  study 
may  also  result  in  information  useful  to  you  in  planning  future  health  care  services 
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in  your  community. 

If  you  decide  to  participate,  please  complete  the  MAF  Key  Informant  Survey  and 
return  it  in  the  enclosed  envelope  at  your  earliest  possible  convenience  (within 
one  week  is  desirable).  I  look  forward  to  talking  with  you  soon.  If  you  have  any 
questions  about  this  study  or  if  you  do  not  wish  to  be  contacted  further,  you  may 
contact  Dr.  Pamela  H.  Mitchell  or  myself,  using  the  address  or  phone  number 
listed  below.  Thanks  so  much  for  your  help  with  this  project. 


^Gaumer,  Gabay  &  Geller  (1993).  The  Montana  medical  assistance  facility  demonstration 
evaluation:  Final  evaluation  report.  Bethesda.  MD:  Abt  Associates,  Inc. 


Sincerely, 


Jean  Shreffler  RN,  MSN 
Doctoral  Candidate 
School  of  Nursing 
University  of  Washington 


SC-72 

Seatde,  WA  98195 
1-206-860-6973  (Home  #) 


Pamela  H.  Mitchell  RN,  PhD  ^ 
Professor  &  Associate  Dean 
for  Academic  Programs 
School  of  Nursing 
University  of  Washington 
Seattle,  WA  98195 
1-206-543-8736 
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Cover  letter  to  households  in  communities  -  First  Mailing 
Dear  Ekalaka  Area  Resident, 

I  am  writing  to  ask  you  to  participate  in  a  research  study  of  health  care  in  rural 
Montana.  This  study  is  designed  to  help  me  understand  your  opinions  on  the 
health  care  resources  available  in  your  area.  Your  name  was  randomly  selected 
from  the  telephone  directory  of  residents  in  and  around  Ekalaka. 

I  am  a  graduate  student  at  the  University  of  Washington  School  of  Nursing  and 
this  study  is  part  of  the  research  required  for  my  doctoral  degree.  I  became 
interested  in  rural  health  care  while  living  and  practicing  nursing  for  many  years  in 
rural  communities  in  Montana  before  returning  to  school.  I  will  be  moving  back 
to  Montana  when  I  complete  my  degree.  I  am  also  planning  to  visit  Ekalaka  this 
summer  to  share  the  results  of  this  study  with  community  members  and  health 
care  personnel. 

Enclosed  is  a  Community  Health  Care  Survey  that  should  be  completed  by  the 
person  in  your  household  most  familiar  with  your  household  members's  health 
care  needs.  The  survey  asks  general  questions  about  your  household  and  use  of 
health  care  services.  It  also  asks  questions  about  your  views  on  local  health  care 
providers  and  facilities. 

Your  participation  is  entirely  voluntary.  Your  responses  will  remain  strictly 
confidential,  the  results  will  be  reported  only  in  group  form,  and  no  one  will  see 
your  responses  except  me.  You  do  not  have  to  participate,  you  are  free  to  stop  at 
any  time,  and  you  are  free  not  to  answer  any  questions  you  do  not  wish  to  answer. 
The  potential  benefit  to  you  is  the  knowledge  that  you  would  be  making  an 
important  contribution  to  a  study  that  may  lead  to  a  better  understanding  of 
health  care  in  your  and  other  rural  communities  although  some  people  feel  uneasy 
answering  questions  about  private  matters  such  as  health,  insurance,  and  use  of 
health  care. 

If  you  decide  to  participate,  please  complete  the  survey  and  return  it  in  the 
enclosed  envelope  within  one  week.  If  you  have  any  questions  about  this  study, 
you  may  contact  Dr.  Pamela  H.  Mitchell  or  myself,  using  the  address  or  toll-free 
phone  number  listed  below.  If  you  decide  not  to  participate,  and  do  not  wish  to 
be  contacted  further,  you  may  return  the  blank  survey  or  call  Dr.  Mitchell  or 
myself.  Thanks  so  much  for  your  help  with  this  project. 

Sincerely, 


Jean  Shreffler  MSN,  RN 
Doctoral  Student 


Pamela  H.  Mitchell  Ph.D.,  RN 
Professor  &  Associate  Dean 
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University  of  Washington 
School  of  Nursing 
Box  357260 
Seattle,  WA  98195 
1-800-725-9720 


University  of  Washington 
School  of  Nursing 
Box  357260 
Seattle,  WA  98195 
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Reminder  postcard  to  households  in  communities  -  Second  Mailing 


It  has  been  nearly  2  weeks  since  I  sent  you  the  Community 
Health  Care  Survey  asking  your  opinions  about  health  care 
in  your  area.  My  hope  is  that  your  completed  survey  is  in 
the  mail  and  on  its  way  to  me.  If  you  have  forgotten  to 
complete  the  survey  but  are  willing  to  do  so,  please  take  a 
few  minutes  to  complete  it  right  now  and  send  it  to  me. 

Your  responses  are  very  important  to  this  study.  If  you 
have  questions  or  need  another  copy  of  the  survey,  please 
contact  me  using  the  toll-free  phone  number  or  address 
listed  below.  Thanks  so  much  for  your  help  with  this 
project. 

Sincerely, 

Jean  Shreffler  MSN,  RN,  Doctoral  Student 

University  of  Washington  School  of  Nursing 

Box  357260,  Seattle,  WA  98195    Phone#  1-800-725-9720 
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Cover  letter  to  households  in  communities  -  Third  Mailing 
Dear  Ekalaka  Area  Resident, 

I  am  almost  finished  with  my  research  study  of  health  care  in  rural  communities  in 
Montana.  I  need  your  response  however,  to  make  sure  I  am  getting  an  accurate 
picture  of  how  you  view  the  health  care  resources  in  your  area.  I  am  learning  a 
great  deal  about  rural  resident's  opinions  on  local  health  care  providers  and 
facilities. 

Please  let  me  include  your  perspectives  in  my  study  by  completing  the  survey. 

I  am  a  graduate  student  at  the  University  of  Washington  School  of  Nursing  and 
this  study  is  part  of  the  research  required  for  my  doctoral  degree.  I  became 
interested  in  rural  health  care  while  living  and  practicing  nursing  for  many  years  in 
rural  communities  in  Montana  before  returning  to  school.  I  will  be  moving  back 
to  Montana  when  I  complete  my  degree.  I  am  also  planning  to  visit  Ekalaka  this 
summer  to  share  the  results  of  this  study  with  community  members  and  health 
care  personnel. 

I  am  including  another  copy  of  the  Community  Health  Care  Survey  in  case  the 
first  one  is  misplaced.  It  should  be  completed  by  the  person  in  your  household 
most  familiar  with  your  household  members's  health  care  needs.  In  addition,  I  will 
be  giving  you  a  call  in  the  next  several  weeks  just  to  make  sure  that  you  have 
received  the  survey  and  to  answer  any  questions  you  might  have  about  this  study. 

Your  responses  are  very  important  to  this  study  and  will  remain  strictly 
confidential.  A  better  understanding  of  residents'  opinions  on  health  care  will 
assist  in  evaluating  methods  of  health  care  delivery  in  Montana's  and  other  states' 
rural  communities.  Although  you  certainly  have  the  right  to  not  participate  in  this 
study,  I'd  very  much  appreciate  your  help.  Thanks  again  for  your  time. 

Sincerely, 

Jean  Shreffler  MSN,  RN 
Doctoral  Student 
University  of  Washington 
School  of  Nursing 
Box  357260 
Seattle,  WA  98195 
1-800-725-9720 


Cover  letter  to  community  residents 
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-  Prior  to  telephone  interview 


Dear  (name  of  respondent): 

Thanks  so  much  for  completing  and  returning  the  Community  Health  Care  Survey 
that  I  sent  you  in  the  past  few  months.  In  a  week  or  two,  I  will  be  calling  some  of 
the  residents  who  said  they  were  willing  to  be  contacted  for  a  telephone  interview. 
You  may  recall  that  the  goal  of  this  study  is  better  understand  rural  residents' 
opinions  about  health  care.  I  am  a  graduate  student  at  the  University  of 
Washington  School  of  Nursing  and  this  study  is  part  of  the  research  required  for 
my  doctoral  degree.  From  the  Community  Health  Care  Survey,  I  have  learned  a 
great  deal  about  rural  residents'  opinions  about  the  health  care  services  available 
to  them.  From  the  telephone  interviews,  I  am  hoping  to  learn  slightly  more 
detailed  information  about  residents'  opinions  and  their  he'alth. 

I  am  writing  today  to  let  you  know  that  I  will  be  calling  you  in  the  next  week  or 
two  to  ask  you  some  simple  questions  about  your  household  members'  health, 
health  care  practices,  and  use  of  health  care  services.  The  interview  should  take 
about  20-30  minutes.  If  I  happen  to  call  you  at  a  busy  time,  please  let  me  know 
and  I  will  be  happy  to  call  you  back  later. 

Even  though  you  agreed  to  be  contacted  for  a  telephone  interview  on  the  survey, 
your  participation  at  this  time  is  entirely  voluntary.  Any  information  you  choose 
to  give  me  during  the  interview  will  remain  strictly  confidential,  the  results  will  be 
reported  only  in  group  form,  and  no  one  will  know  your  responses  except  me. 
You  do  not  have  to  participate,  you  are  free  to  stop  at  any  time,  and  you  are  free 
not  to  answer  any  questions  you  do  not  wish  to  answer.  The  potential  benefit  to 
you  for  participating  is  the  knowledge  that  you  would  be  contributing  to  a  study 
that  may  lead  to  a  better  understanding  of  health  care  in  your  and  other  rural 
communities  although  some  people  feel  uneasy  answering  questions  about  private 
matters  such  as  health  and  use  of  health  care. 

I  look  forward  to  visiting  with  you  on  the  telephone  in  the  next  week  or  two.  If 
you  have  any  questions  about  this  study,  please  contact  me  using  the  address  or 
toll-free  phone  number  listed  below.  Thank  you  so  much  for  your  help  with  this 
project. 

Sincerely, 

Jean  Shreffler  MSN,  RN 
Doctoral  Student 
University  of  Washington 
School  of  Nursing 
Box  357260 
Seattle,  WA  98195 
1-800-725-9720 
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L>  N  i  V  E  R  >  I  T  >    OF  W  A  S  H  I  N  G  T  (.1  X   SCHOOL   Of   M  F  i:)  1  C  I  \  E 

^^^^ 

Department  of  Family  Medicine 
Research  Section 

Roger  A-  Rosenblatt.  M.D.,  hWiL 

Professor  and  Vice  Chair 

MaiktopHQ-30 

Seattle.  WA  98195 

Phone:  (206)  685-(M01 

Fax:  (206)  685-1339 

September  28,  1 994 


Ms.  Jean  Shreffler 

2220  Minor  Avenue  East,  #101 

Seattle,  WA  98102 

Dear  Jean: 

We  are  delighted  to  give  you  pernnission  to  use  and  adapt  the 
Community  Health  Core  Survey  instrument  that  we  developed  in  our 
research  with  rural  communities.  I  think  that  this  instrument  would  be  very 
well  suited  to  your  proposed  work  with  Montana  MAF  communities. 
Please  let  me  know  if  our  research  team  can  provide  any  further 
assistance. 

Yours  sincerely. 

Roger  A.  Rosenblatt,  M.D.,  M.P.H. 
Professor  and  Vice  Chair 

RARimar 
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■  Agpendix  -  C 

October  19,  1994 


Jean  Shreffler 

2220  Minor  Ave.  E..  #101 

Seattle,  WA  98102 

Dear  Jean, 

You  have  my  permission  to  use  the  letter,  script,  and  interview  guide 
developed  for  my  dissertation  The  impact  of  hospita  closure  on  rural 
Texas  residents:  A  nursing  perspective   in  the  the  development  of 
the  survey  materials  for  your  dissertation  as  you  have  outlined  in 
your  letter  of 

10-17-94.    I  would  also  be  pleased  to  serve  as  a  content  expert  for 
the  review  of  your  instruments. 


I  lojok  forward  to  working  with  you  in  the  future  and  wish  you  the 
best  of  luck  on  your  study. 


Sincerely, 

^Bonita  R.  Reinert  Ph.D., 
School  of  Nursing 
University  of  Washington 
SC  72 

Seattle,  Washington,  98195 
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May  19,  1995 

[editor  name] 
Editor 

Ekalaka  Eagle 
Ekalaka,  MT  59324 

Dear  [editor  name], 

I  am  writing  to  let  you  know  you  about  a  research  study  I  am  conducting  in  your 
conimunity  and  ask  that  you  consider  publishing  the  attached  article  in  an  issue  of 
the  Eagle  within  the  next  few  weeks. 

I  am  a  graduate  student  at  the  University  of  Washington  School  of  Nursing  and 
this  study  is  part  of  the  research  required  for  my  doctoral  degree.  The  goal  of  the 
study  is  to  explore  the  perspectives  of  residents  in  Montana's  seven  Medical 
Assistance  Facilities'  service  areas  (which  includes  Ekalaka)  on  the  health  care 
services  available  to  them.  The  details  of  the  study  are  summarized  in  the 
attached  article.  The  purpose  for  the  newspaper  article  would  be  to  inform 
Ekalaka  residents  about  the  upcoming  Community  Health  Care  Survey  that  will 
begin  by  early  June.  My  hope  is  that  with  prior  information  about  the  survey, 
many  residents  will  complete  the  survey  and  return  it  to  me.  This  study  may 
provide  useful  information  for  the  administrators  and  provider  at  Dahl  Memorial 
MAP  and  Clinic  in  their  ongoing  efforts  to  provide  quality  health  care  services  in 
your  community.  The  higher  the  response  rates  on  the  surveys,  the  better  and 
more  accurate  results  I  will  have  to  share  with  them. 

I  hope  that  you  decide  to  publish  the  attached  article,  and  if  so,  please  free  to  edit 
for  style  or  length.  If  you  do  publish  the  article,  I  would  greatly  appreciate  it  if 
you  could  let  me  know  the  date  of  publication  or  send  a  copy  of  the  article.  If 
you  have  any  questions  about  the  study  please  contact  me  using  the  address  or 
toll-free  phone  number  listed  below.  Thanks  so  much  for  the  opportunity  to  tell 
you  about  my  study. 

Sincerely, 


Jean  Shreffler  RN,  PhC 
University  of  Washington 
School  of  Nursing 
Box  357260 
Seattle,  WA  98195 
1-800-725-9720 
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Sample  article  for  local  newspapers 


COMMUNITY  HEALTH  CARE  SURVEY  in  EKALAKA 


A  Community  Health  Care  Survey  will  be  conducted  in  Ekalaka  and 
surrounding  areas  during  early  June  1995.  The  survey  is  part  of  a  study  in  all 
seven  communities  in  Montana  with  Medical  Assistance  Facilities  (MAFs)  which 
includes  Dahl  Memorial  MAP.  The  goal  of  the  study  is  to  explore  the  opinions 
and  perspectives  of  residents  in  MAP  service  areas  on  the  health  care  services 
available  to  them.  The  study's  approach  is  based  on  the  belief  that  residents  living 
in  and  around  the  towns  with  MAFs  can  provide  the  best  information  about  how 
local  health  care  services  are  viewed  and  used. 

Jean  Shreffler  who  is  conducting  the  study  is  a  graduate  student  at  the 
University  of  Washington  School  of  Nursing.  This  study  is  part  of  the  research 
required  for  her  doctoral  degree.  Her  interest  in  rural  health  care  began  while 
living  and  practicing  for  many  years  in  rural  communities  in  Montana  before 
returning  to  school.  She  will  be  moving  back  to  Montana  in  1996  after  completing 
her  degree.  She  is  also  planning  to  visit  Ekalaka  this  summer  to  share  the  results 
of  the  study,  visit  Dahl  Memorial  MAP,  and  gain  additional  perspectives. 

During  early  June  1995,  the  Community  Health  Care  Survey  will  be  sent  to  a 
random  sample  of  all  households  in  and  around  Ekalaka.  The  survey  asks  general 
questions  about  household  members  and  their  use  of  and  opinions  about  health 
care  services.  The  survey  also  asks  if  residents  are  willing  to  participate  in  a  brief 
phone-call  interview  for  a  few  more  questions  about  health  and  health  care.  The 
telephone  interviews  will  take  place  during  July  1995.  Paul  LxDngden,  Dahl 
Memorial  MAP  administrator,  Myrna  Tooke,  nurse  administrator,  and  William 
Bond  PA-C  have  already  been  surveyed  and  they  have  provided  valuable 
descriptive  information  about  Ekalaka,  the  MAP,  and  the  Clinic  practice. 

Community  residents  who  receive  a  survey  are  encouraged  to  complete  and 
return  it.  This  study  will  provide  useful  information  for  health  care  administrators 
and  the  primary  provider  in  Ekalaka  in  their  ongoing  efforts  to  provide  quality 
health  care.  Although  in  the  overall  reporting  of  study  results,  communities,  and 
MAFs  will  not  be  identified  and  responses  from  all  MAP  sites  in  Montana  will  be 
combined  for  a  state-wide  picture,  results  from  Ekalaka  will  be  reported  back  to 
administrators  and  the  primary  provider.  The  higher  the  response  rates  on  the 
surveys,  the  better  and  more  accurate  the  results  will  be  that  are  shared  with 
them.  The  researcher  also  plans  to  submit  a  follow-up  newspaper  article  in  the 
Ekalaka  Eagle  with  results  of  the  study. 
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Community  poster  (REDUCED  IN  SIZE) 


COMMUNITY  HEALTH  CARE  SURVEY 
EKALAKA 


A  SURVEY  OF  RESIDENTS  IN  AND  AROUND  EKALAKA  IS 
BEING  CONDUCTED  DURING  JUNE  1995  TO  OBTAIN  YOUR 
VIEWS  ON  THE  HEALTH  CARE  SERVICES  AVAILABLE  TO 
YOU. 

SURVEYS  WILL  BE  MAILED  TO  A  RANDOM  SAMPLE  OF 
RESIDENTS  IN  EKALAKA  AND  SURROUNDING  AREAS  AS 
WELL  AS  TO  RESIDENTS  OF  THE  OTHER  6  COMMUNITIES 
IN  MONTANA  WITH  MEDICAL  ASSISTANCE  FACILITIES  (such 
as  DAHL  MEMORIAL  MAF).  SOME  RESIDENTS  WILL  ALSO 
BE  INTERVIEWED  BY  TELEPHONE,  IF  THEY  AGREE  TO  BE 
CALLED. 


WHEN  THE  STUDY  IS  FINISHED,  RESULTS  WILL  BE  SHARED 
WITH  RESIDENTS  IN  AN  ARTICLE  SUBMITTED  TO  THE 
EKALAKA  EAGLE  AND  WITH  DAHL  MEMORIAL  MAF 
ADMINISTRATORS  AND  PROVIDER  DURING  THE 
RESEARCHER'S  VISIT  TO  EKALAKA  NEXT  SUMMER. 

If  you  receive  a  survey,  please  fill  it  out  and  send  it.  Your  input  is 
very  important.  Your  opinions  on  health  care  will  be  treated 
confidentially  but  will  be  used  to  better  understand  the  health  care 
services  and  needs  in  your  community  and  in  other  rural  areas. 


SURVEY  CONDUCTED  BY: 
JEAN  SHREFFLER  RN,  DOCTORAL  STUDENT 
UNIVERSITY  OF  WASHINGTON  SCHOOL  OF  NURSING 

BOX  357260 
SEATTLE,  WA  98175. 


Vita 


Professional  Education: 

Ph.D.  in  Nursing  Science 
3-96 

Masters  of  Science 
in  Nursing,  1978 

Bachelors  of  Science 
in  Nursing,  1971 

Professional  Experience: 
1-96  to  present 

9-94  to  12-95 

9-92  to  9-94 

9-88  to  8-92 

9-85  to  9-88 

8-  78  to  9-84 

9-  74  to  6-78 
9-71  to  2-74 


M.  Jean  Shreffler 


University  of  Washington,  School  of  Nursing, 
Seattle,  Washington. 

University  of  Cincinnati,  College  of  Nursing  and 
Health,  Cincinnati,  Ohio. 

University  of  Cincinnati,  College  of  Nursing  and 
Health,  Cincinnati,  OhiOv 


Assistant  Professor,  Montana  State  University 
College  of  Nursing,  Missoula  Campus,  Missoula, 
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Research  Assistant,  University  of  Washington, 
Dr.  Anne  Loustau,  P.  I.,  Curriculum  Evaluation 
Project. 

Research  Assistant,  University  of  Washington, 
Dr.  Pamela  Mitchell,  P.I.,  Critical  Care  Nursing 
Systems. 

Campus  Director,  Assistant  Professor,  Montana 
State  University  College  of  Nursing,  Missoula 
Campus,  Missoula,  Montana. 

Assistant  Professor,  Montana  State  University 
College  of  Nursing,  Butte/Missoula  Campuses, 
Butte  and  Missoula,  Montana. 

Director  of  Nursing/ Assistant  Administrator, 
Mission  Valley  Hospital,  St.  Ignatius,  Montana. 

Instructor,  University  of  Concinnati,  College  of 
Nursing  and  Health,  Cincinnati,  Ohio. 

Staff  Nurse/Head  Nurse,  Shriners  Burns 
Institute,  Cincinnati,  Ohio. 
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